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HAVE chosen this subject for my paper feel- 

ing that the condition of fibromyomata which 
we so frequently meet in our office and hospital 
routine is of vital interest not only to the ob- 
stetrician but the surgeon as well. Although 
my list of 18 cases does not give an opportunity 
for so extensive a study as the series reported 
from the large clinics, it does bring out some- 
thing of interest. My list includes only tumors 
large enough or in a position to cause complica- 
tions; small fibroids are very common in the 
pregnant uterus, and are usually symptomless, 
disappearing after involution following child- 
birth. 

Fibroid tumors are classified in various ways: 
pedunculated, subperitoneal, interstitial, in- 
traligamentous, submucous and pelvic. A 
simpler classification would be according to the 
treatment indicated, i.e., 1, interstitial or sub- 
peritoneal, 2, submucous, 3, pelvic. For con- 
venience, I will discuss the subject under the 
following divisions: 


1.) Frequency of fibroids in pregnancy 

2.) Fibroids as a cause of sterility 

3.) The effect of fibroids on pregnancy 

4.) Effect of fibroids on labor and the 


puerperium. 


FREQUENCY OF FIBROIDS IN PREGNANCY 


It is difficult to determine the frequency of 
fibroids in pregnancy, for small fibroids are so 
commonly encountered that no note is made of 
them. Pierson of New York found 250 cases 
in 30,863 patients at the Sloane Hospital—191 
of sufficient clinical importance to require care- 
ful observation. Craigin reported 20,000 cases 
for this same clinic, 89 of which had noticeable 
myomata. Polack reports 7,000 obstetric cases, 
60 of which had fibromata large enough to cause 
anxiety, and 4 demanded section during labor 
to accomplish delivery. This is about the pro- 
portion I have found in the last 8 years in my 
own private practice—18 cases in 1 


*Read at the Annual Meeting of the New England Surgical 
Society, n der 27. 1930. 


Hospital, Springfield. For 11 


FIBROIDS AS A CAUSE FOR STERILITY 


Fibroids undoubtedly are a factor in sterility 
either by interfering with conception or by caus- 
ing an early termination of pregnancy. Polack 
states that 1/3 of all women who have fibroids 
are sterile while Craigin reports a 25% sterility. 
It is difficult to determine by statistics to what 
degree fertility is affected by fibroids, as fibro- 
myomata large enough to bring the patient to 
the surgeon are not frequently found previous 
to the age of 35—a time in life when fertility 
decreases. 

In my series of 18 patients, the average age 
at which pregnancy occurred was 37, 11 of them 
primigravida who had become pregnant 1-11 
years after marriage. One patient 43 years of 
age with a large fibroid became pregnant after 
14 years of sterility following the birth of her 
first child. 

The most important factor in determining the 
part played by fibroids in causing sterility is the 
location of the fibroid. Whereas a submucous 
or interstitial fibroid might cause sterility by 
interfering with the implantation of the ovum 
or abortion or miscarriage by its pressure and 
irritative action inside the uterus, a large 
subperitoneal fibroid may cause very little 
trouble so far as the uterus is concerned. Small 
fibroids in the neighborhood of the tubes may 
cause congestion, obstruction and other patholog- 
ical conditions in the tubes preventing coneep- 
tion. 

EFFECT OF FIBROIDS ON PREGNANCY 


Fibroids as a cause of abortion and premature 
labor give us a high percentage according to 
statistics. Craigin and Ryder report 25%, 
Polack gives 21. In my series, there were 3 
patients with large multiple fibroids, 2 preg- 
nancies terminated at the 5th month and one 
at the 8th month. These three patients who all 
had large fibroids suffered a great deal of pain 
over the tumor during pregnancy. In consid- 
ering the effect of fibroids on the course of preg- 
nancy, importance must again be given to the 
location of the fibroid. A small submucous 
fibroid may cause an early abortion, and a large 
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subperitoneal fibroid may have no effect on 
either pregnancy or labor. 
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It has been most amazing to me that large 
fibroids have so little effect in pregnancy. The 
only fibroid which I had occasion to operate 
upon during pregnancy was in a patient of 36, 
pregnant for the first time after several years 
of married life. The fibroid was in the right 
inguinal region in such a position that the at- 
tending physician diagnosed a strangulated 
hernia and attempted to reduce it. The symp- 


Now that myomectomy has become a more 
popular operation, it is occasionally performed 
in pregnancy when the fibroid is very trouble- 
some and the operation does not usually inter- 
fere with the course of pregnancy. Myomectomy 
during pregnancy may be performed on account 
of degeneration, torsion, impaction or large size 
of the fibroid, but indications calling for this 
operation do not occur very often. 


Name Age Para 


Fibroid, Deliv. Conval Con. baby 
Size and Kind 
W. J. K. 38 1 Mult. interstit. Normal Easy breech Normal Living 
E. C. W. 44 1 Mult. interstit. Normal Easy rapid Normal Living 
C. A. B. 44 2 —— interstit., Normal Easy low for. Normal Living 
mult. 
8. 8. 32 2 Pedunc. pelvic Normal Normal Normal Living 
F. 8. 42 1 Mult. interstit. Normal Caes. and hyster. Normal Living 
F. E. N. 37 1 Mult. interstit. — 8th mo. normal Normal Macerated 
pain 
M. J. W. 39 1 Pelvie Normal Caesarean Normal Living 
J. R. 38 1 Mult. interstit. Normal Long, diff. Normal Living 
J. C. 45 1 Pelvic, pedunc. Normal Caes. and hyster. Stormy Macerated 
to- 
nitis 
L. H 35 1 Pedunc. Pain Diff. labor Phlebitis Living 
Myomect. Caes. 
at 7th mo. 
D. W. B. 41 5 Moderate Normal Normal Normal Living 
A. W. 32 1 Mult. Miscarried 
5th mo. 
Later 
hysterec- 
tomy 
S. G. 23 1 Large Myomec- Normal Normal Living 
tomy 
E. C 42 1 Myomect. for Normal Version | Normal Living 
submucous 
fibroid—preg. 
1 yr. later 
I. O. 28 2 Large, interstit. Normal Normal Normal Living 
Refused op. 
D. 8. 30 2 Large, pedunc. Marked Undelivered 
H. V 37 2 Mult. interstit. Great Mis. 5 mos. Hyster. 
discom. later 
C. F. 41 1 Pedunc. Myomect. Stormy 
interstit. at 3 mos. conval. 
followed 
by mis. 


toms were extreme pain, nausea and vomiting. 
I found an inflamed pedunculated fibroid which 
was easily removed without interfering with 
pregnancy. Since then, I have seen a much 
larger fibroid apparently pedunculated causing 
similar symptoms. Operation was advised but 
refused by the patient who is still going on with 
the pregnancy with only an occasional attack 
of pain. I doubt whether an operation is often 
necessary even in the presence of the above- 
mentioned symptoms. 

Occasionally a fibroid may be discovered early 
in pregnancy so large that a full-term pregnancy 
would be impossible. One such case occurred in 
my list. The fibroid was removed by myomec- 
tomy at the third month, and the patient went to 
full term giving birth to a living child. 


EFFECT OF FIBROIDS ON LABOR AND THE 
PUERPERIUM 

Fibromyomata except those in the pelvis have 
not had a serious effect on labor in my experi- 
ence. Statistics from the larger clinics show 
that interstitial fibromyomata interfere with 
normal uterine contractions, causing inertia, a 
tendency to postpartum hemorrhage, an increase 
of abnormal positions of the fetus at term and 
an early rupture of the membranes. These 
statements are undoubtedly true but these dif- 
ficulties are frequently met in the elderly 
primipara whether a fibroid is present or not. 

In Craigin’s series of 89 cases, there were 21 
eases of postpartum hemorrhage or unusual 
uterine inertia. Caesarean is always to be con- 


sidered in the fibroid uterus especially if the 
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fibroid is in the pelvis. It is surprising how 
well many of these patients do in labor if treated 
conservatively. One of my patients, a primipara 
of 42 with multiple fibroids came to me in her 
last month of pregnancy. She had been advised 
by a surgeon in another city to have an elective 
Caesarean and hysterectomy. This patient was 
allowed to go into labor which lasted a few 
hours and was normal in every respect. 


In my series, one pelvie fibroid retracted from 
the pelvis as the labor went on so that the pa- 
tient had a fairly easy delivery. This is the his- 
tory in many cases. On the other hand, a primip- 
ara of 42 with a fibroid partially filling the 
pelvis was given a test of labor. As no progress 
was made in dilatation or retraction of the 
fibroid, a Caesarean was performed. The fibroid 
which was situated in the broad ligament was 
not removed as it seemed too dangerous at the 
time to perform a myomectomy on the tumor 
in this position. 

One patient, a primipara of 42 with a fairly 
large fibroid at the fundus had an elective Caesa- 
rean and hysterectomy performed at her request 
as she did not wish to take any chance of losing 
her baby. This particular fibroid showed 
marked softening and degeneration in its cen- 
ter although there had been no symptoms from 
the fibroid during pregnancy. 

In my series was another case of pedunculated 
pelvie fibroid, a primipara of 40 whom I saw in 
consultation. The patient was in labor, partly 
dilated, with membranes ruptured and a dead 
baby. As the fibroid could not be displaced 
from the pelvis, a Porro Caesarean was per- 


formed. 1 had a stormy convalescence 
on account peritonitis. The question arose 
afterward whether a myomectomy, and delivery 
from below by craniotomy would not have saved 
this patient her serious illness. 

Statistics of the larger clinics show that 
women with fibromyomata go through their 
pregnancies and repeated pregnancies without 
much difficulty. Interruption of pregnancy on 
this account is seldom justifiable. If any oper- 
ation is necessary, a myomectomy is to be pre- 
ferred to hysterectomy. 

In conclusion : 


1.) Statistics show that slightly less than 
1% of all pregnant women have fi- 
— large enough to be of impor- 

2.) — are frequently the cause of 

sterility although pregnancy often re- 

sults even late in reproductive life. 

Fibroids as a rule do not often cause 

severe complications during pregnancy 

even when they are of very large size. 

Pedunculated fibroids interfere but 

little with labor and delivery, but in- 

terstitial fibroids may be a cause of 
inertia and postpartum hemorrhage. 

A Caesarean with myomectomy or 

hysterectomy is indicated in some cases 

especially when the fibroid is in a posi- 
tion to cause obstruction. 

The treatment of fibroids both in preg- 

nancy and labor should be conserva- 

tive. 


3.) 


4.) 


5.) 


WEEKLY HEALTH INDEX 


Telegraphic returns from 78 cities with a total 
population of thirty-five million for the week ending 
October 4, indicate a mortality rate of 10.0 as against 
a rate of 10.8 for the corresponding week of last year. 
The highest rate (18.1) appears for Nashville, Tenn., 
and the lowest (6.2) for Grand Rapids, Mich. The 
highest infant mortality rate (14.5) appears for Wil- 
mington, Del., and the lowest for Bridgeport, Conn., 
Fall River, Mass., New Bedford, Mass., and Salt Lake 
City, Utah, which reported no infant mortality. 

The annual rate for 78 cities is 12.0 for the forty 
weeks of 1930, as against a rate of 12.8 for the corre- 
sponding weeks of 1929. 

The rates published in this summary are based 
upon midyear population estimates derived from the 
1930 census. Cities whose population was found to 
be less than was indicated by estimates heretofore 
used will therefore appear as having a higher death 
rate than usual, even though there may have been 


no material increase in the actual number of deaths. 
—Depariment of Commerce. 


AN HONORARY DEGREE CONFERRED ON 
DR. WILLIAM J. MAYO 


In recognition of his services to humanity in the 
field of surgery, Dr. Charles E. Beury, president of 
Temple University, on October 15, 1930, conferred 
upon Dr. William J. Mayo, chief of staff of the Mayo 
Clinic at Rochester, Minn., the honorary degree of 
Doctor of Laws. 

Dr. Mayo delivered the dedicatory address at the 
formal opening of Temple’s new $1,500,000 School of 
Medicine. The event took place during the sessions 
of the 20th Clinical Congress of Surgeons, which con- 
vened in Philadelphia on October 13. 

Invitations to join in the tribute to Dr. Mayo 
were sent by Dr. William N. Parkinson, dean of Tem- 
ple’s medical school, to 4,000 leaders in medicine and 
surgery throughout the country. 

Dr. Mayo was presented for the honorary award 
by Dr. Wayne Babcock, of the surgical staff of the 
Temple School of Medicine, and the honor was con- 
ferred personally by Dr. Beury. An official civic as- 
pect was given the occasion by the presence of Mayor 
Mackey and his cabinet, while leaders in the civic, 
educational, business and professional life of this 
city were invited to participate. 
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SPINAL ANESTHESIA—DEAVER AND ECKELS 


THE VALUE AND 


LIMITATIONS OF 


SPINAL ANESTHESIA 


BY JOHN B. DEAVER, M.D.,* 


HE progressive surgeon is ever on the out- 

look for the ideal anesthetic. Whether this 
will be discovered remains to be seen. We be- 
lieve that from a practical viewpoint spinal or 
lumbar anesthesia, or subarachnoid block, 
been sufficiently tested to deserve a place among 
present-day anesthetics. 


In a previous publication’ 2,251 cases of spinal 
anesthesia with the use of Apothesin, covering 
the three-year period from March 1924 to March 
1927 was reported from this clinic. We now 
supplement that report by presenting our re- 
sults in 2,302 cases of spinal anesthesia since 
that time. 

While the continued use of spinal anesthesia 
in an increasing percentage of cases bespeaks 
our faith in its safety, its ease of administra- 
tion, and its efficacy, our object at this time is 
not to advocate the routine use of this anesthetic 
or to advance any theories as to its benefits or 
safety, but rather to present our experiences as 
a contribution to the important question of sur- 
gical anesthesia. 

The main points to be considered are: Is 
spinal anesthesia of benefit to the patient? Is 
it practical for the surgeon? What are the in- 
dications for and against its use? 


In order that one may better gain an idea of | 


the conditions under which spinal anesthesia is 
used in this clinic, a brief picture of an average 
operating day may not be amiss. 

The anesthetic is administered by the junior 
surgical intern, who has been required to prac- 
tice lumbar puncture on the cadaver and who 
also has had some experience in doing lumbar 
punctures on patients while on the medical serv- 
ice. In view of the fact that this means train- 
ing a new man every three months, much stress 
is laid on the dictum: ‘‘If you are not sure 
of your lumbar puncture, shoot nothing in.’’ No 
time is wasted waiting for anesthesia because 
generally there is no difficulty in doing a lum- 
bar puncture and once the puncture is accom- 
plished, the administration of the anesthetic re- 
quires only 1 or 2 minutes and anesthesia is 
almost immediate. As the operation progresses 
to completion, the junior surgeon is signalled to 
prepare for and give the anesthetic to the next 
patient. As the surgeon finishes his work, the 
patient is shifted (or not, as the case may be) 
to the sew-up room, where one of the operating 
assistants closes the wound. In short, spinal 
anesthesia is applicable where anesthesia is de- 
sired in a rapid succession of cases. 

There is little doubt that the best results with 

*Deaver—S -in-Chief, Lankenau Hospital, 1 
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spinal anesthesia are obtained if one man gives 
it constantly and a sufficient number of times 
to meet a great variety of conditions so that 
he has a chance to see and evaluate the good and 


has | the ill effects. 


In the earlier day of spinal anesthesia it was 
considered that a patient, in order to be a fit 
subject for this type of anesthetic, must be ro- 
bust and strong, should not have too low a blood 
pressure and certainly should have no cardiac 
disorder. In other words, he had to be a splen- 
did physical specimen, the ideal surgical risk for 
any type of anesthesia. This attitude has un- 
dergone a marked change and in clinics where 
spinal anesthesia is largely used, one sees it be- 
ing given in cases that otherwise would be ex- 
tremely poor surgical and anesthetic risks. 

Spinal anesthesia, in our opinion, is applicable 

to most surgical procedures below the diaphragm 
but is not indicated in all such procedures. Its 
applicability should not vary, but the indica- 
tions in different elinies may vary, depending on 
individual methods in general and the time con- 
sumed in operations in particular. The indica- 
tions usually include the desire to save the pa- 
tient from an inhalation anesthesia and to have 
muscular relaxation. 
We have limited our use of this anesthetic to 
surgical work below the diaphragm, but in cases 
of upper abdominal operations we have fre- 
quently had anesthesia as high anteriorly as the 
second costal cartilage. 

The largest number of cases will fall into 
the group demanding abdominal relaxation for 
proper exposure and work. This group will in- 
clude acute appendicitis with pus in the peri- 
toneal cavity. Absolute relaxation of the ab- 
dominal musculature and quietness of the vis- 
cera are two factors of untold worth to the 
surgeon in protecting the general peritoneal cav- 
ity against infection. 

Gall bladder surgery is nearly always done 
under spinal anesthesia. We always keep these 
patients, especially the obese female, in the hori- 
zontal position unless their condition indicates 
the Trendelenburg posture. A round sand-bag 
is sometimes placed directly across the table be- 
neath the lower thoracic spine. This causes the 
liver to be carried forward and downward and 
makes the operative field more accessible. The 
ease with which the gall bladder can be ex- 
posed and removed under adequate spinal anes- 
thesia is most satisfactory. Surgery of the com- 
mon bile duct is often made more feasible by the 
use of this anesthetic. In fact some of these 
eases have furnished us with examples of the 
most lasting anesthesia of our series. We have 
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hours and more, while the average duration is 
from 60-90 minutes. 

In the surgical treatment of peptic ulcer, in 
all of its various manifestations and locations, 
spinal anesthesia is almost invariably used. 
There is probably no other single disorder that 
presents such difficulty in obtaining a ‘‘good 
take’’ as this one. In case the first administra- 
tion has produced anesthesia of the abdominal 
wall but not of the splanchnic region, it is not 
uncommon to turn the patient on his side and 
give another injection. Nausea and retching, 
one of the not uncommon undesirable effects 
(discussed later) of this anesthesia, are fre- 
quently brought on by traction on the stomach 
in getting proper exposure. This should not 
be considered too seriously since the retching is 
usually corrected when the patient, responding 
to the insistent demands of the anesthetist, 
breathes more deeply of oxygen administered by 
a nasal tube. (Fig. 1.) 


FIG. 1. Holder for the oxygen tank for continuous adminis- 
tration of oxygen. 


All pelvie operations, such as fibroid uteri, 
chronic pelvic inflammations, tumors of the 
ovary, ruptured extra-uterine pregnancies, intra- 
ligamentary cysts, pyosalpinx, are particularly 
adapted to the use of spinal anesthesia since the 
patient is kept in marked Trendelenburg posi- 
tion from choice. 


Herniae of all classes and descriptions are usu- 
ally more easily handled under spinal than un- 
der general anesthesia. Particularly do we ad- 
vocate its use in those cases representing poor 
surgical risks. Strangulated herniae and large 
incarcerated ventral herniae in fat subjects are 
repaired with less serious shock to the patient 


There is a group of elderly patients who, we 
believe, stand operation infinitely better under 
spinal than under inhalation anesthesia. This 
includes the patient with a hypertrophied pros- 
tate, diabetic gangrene, hernia, pelvic, perineal, 
rectal disorders, ete. In many of these cases 
we do not feel justified in giving ether anesthesia 
because of the dangers of postoperative pul- 
monary complications. In addition many of 
these patients have high blood pressure and are 
therefore not ideal subjects for nitrous oxide 
and oxygen anesthesia. It is unfortunate that 
we do not know more about the effect of this 
anesthetic upon the respiratory and heat cen- 
ters. We do, to some extent at least, know the 
effect on the circulatory system. 


Patients with severe fractures of the lower ex- 
tremities constitute another group which, when 
given spinal anesthesia, affords the surgeon an 
excellent opportunity for reconstructive work. 
The muscles are so relaxed that in an over- 
riding fracture of the femur the lower frag- 
ment may be pulled down and approximated 
to the upper fragment with ease. If open re- 
duction is required, the muscles are more easily 
held apart and the bone fragments can be ap- 
proximated with greater care than with any 
other type of anesthesia. 


The following is a list of surgical cases repre- 
senting 446 consecutive administrations of spinal 
anesthesia : 


DIAGNOSES 
Abortion 
Abscess, abdominal 
appendiceal 
prostatic 
Adhesions, abdominal 
Appendicitis, acute 
chronic 
Banti’s disease 
Calculus, biliary 
renal 
ureteral 
vesical 
Carcinoma, bladder 
cervix 
colon 
gall bladder 
ovary 
prostate 
retroperitoneal 
sigmoid 
stomach 
uterus 
Cellulitis, pelvic 
Cholecystitis 
Cirrhosis, liver 
Cyst, Bartholin 
“ ovary 
intraligamentary 
Cystocele 
Endometritis 
broma, abdominal wall 
Fistula, fecal 


22 
— 


— 


“ 


Hematosalpinx 
Hemorrhoids 
Hernia, epigastric 

femoral 


and with much greater facility to the operator. 
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Hernia, umbilical 


— 


ventral 
Hydrocele 
Hydronephrosis 
Hydrosalpinx 
Lacerated cervix 
Hypertrophied prostate 
Myoma uteri 
Nephrolithiasis 


Obesity 

Obstruction, intestinal 

Osteomyelitis, femur 
tibia 

Pregnancy, extrauterine 


— 


Pyelonephrosis 
Pylorospasm 
Pyonephritis 
Pyosalpinx 
Salpingo-oéphoritis 
Salpingitis 
Sinus, abdominal 
osis, common duct 
T. B. kidney 
T. B. hip joint 
Thrombo-angiitis, obliterans 
Ulcer, duodenal 
“ margi 
“ gastric 
Undescended testicle 
Wound, gunshot of 


The mental make-up of a patient should be an 
important factor in deciding what type of anes- 
thesia he or she is to have. The usually calm, col- 
lected, rational patient, not readily given to un- 
controllable nervousness or to hysterical excite- 
ment is the ideal for spinal anesthesia, while the 
excitable, nervous, emotionally unstable and hys- 
terical patient is not a fit subject for it. Occa- 
sionally a patient with mental qualifications un- 
suitable for spinal anesthesia has a surgical con- 
dition (such as perforated appendix with a 
localized peritonitis) which, in his best inter- 
est, demands spinal anesthesia for adequate ex- 
posure and safe surgery. In such a case every 
effort is made to gain the patient’s confidence 
through reason and persuasion. If this does 
not suffice, the patient may be given nitrous 
oxide and oxygen until she (less often he) is 
oblivious to her surroundings and then she is 
turned on her side and the spinal anesthesia ad- 
ministered. The nitrous oxide and oxygen may 
be continued or not as desired. In this manner 
the most satisfactory relaxation of the abdominal 
musculature is obtained, thus allowing a proper 
exposure and making it possible to protect the 
general peritoneal cavity by carefully placed 
rubber sheets and gauze pads. All the internal 
parts are quiet and cadaveric rather than be- 
ing forced through the wound by increased 
respiratory excursions and muscular spasms. 

Some authors maintain that certain physical 
and mental types of patients are less susceptible 
to this type of anesthesia than others. With 
this theory in mind, we have been interested in 
reviewing our ‘‘non-takes’’, but are unable to 
verify it. However, we do believe that there 
may be an individual variation in the chemical 


— 


composition of the spinal fluid in the occasional 
ease which will inhibit or counteract the anes- 
thetic action of the drug. We are unable to 
group these patients in any particular physical 
or mental class. 

Our experience is not unlike that of many 
clinies which have used spinal anesthesia con- 
sistently. What we previously considered con- 
traindications', now, after experience with 
2,302 more chses, we no longer place in that 
class. Probably the only condition from which 
we would withhold this anesthesia is in a 
traumatic emergency with the patient in shock 
(with a systolic blood pressure below 75 mm. 
Hg.). In such a condition, if operation were es- 
sential, we would prefer nitrous oxide and oxy- 
gen. Nevertheless we have done many emergency 
operations, such as perforated peptic ulcer, rup- 
tured ectopic pregnancy and bullet wounds of 
the abdomen, under spinal anesthesia with good 
results so far as the anesthesia and recovery 
from it are concerned. 

Various drugs have been used in this elinie to 
induce anesthesia by the subarachnoid route. 
They inelude novocain, stovocain, scurocain, 
apothesin, neocain, and spinocain. Of these 
apothesin and spinocain are the only two which 
we have used extensively. 

As already indicated, the results of subarach- 
noid block in 2,251 cases with apothesin have 
been issued from this clinic’. Apothesin was 
also used in the first 656 cases of this series up 
to June 1, 1928. Chemically, apothesin is the 
hydrochlorid of diethyl-amino-propyl-cinnamate. 
It is furnished in crystalline form, which is 
dissolved in a small amount of spinal fluid and 
re-injected into the subarachnoid space. For 
details of technique see Schutz’s article on 
**Spinal Anesthesial.“ 

It should be observed here that, as a funda- 
mental principle of general chemistry, whenever 
a crystalline substance, such as apothesin, novo- 
cain, neocain and the like, is dissolved in a med- 
ium such as the spinal fluid, the resultant solu- 
tion must necessarily be of a greater specific 
gravity than the remaining fluid within the 
spinal canal. With this in mind the anesthetist 
should place the patient in the position which 
he prefers for making a lumbar puncture. We 
formerly believed the ideal posture for this was 
the sitting position with the head and shoulders 
dropped well forward. Once the anesthetic is 
administered, no time should be lost in placing 
the patient with the head lower than the hips 
so that the medulla may constantly be well sup- 
plied with blood. For reasons to be discussed 
later we have abandoned this posture for the 
horizontal position. 

Spinocain (Pitkin’s solution) is a solution of 
novocain crystals (100 mgms. per 1.0 ee.) in a 
special solvent consisting of 14.5% alcohol in 
sterile distilled water with the addition of a 
derivative of wheat protein amylo-prolamin. The 
aleohol is added to the solution of novocain 
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in order to reduce its specific gravity 

below that of the spinal fluid. The resulting 
solution, being lighter than the spinal fluid, if 
into a column of spinal fluid, will tend 

to diffuse upward more rapidly than in other 
directions. Pitkin and others who advocate the 
use of this anesthetic agent warn against giving 
it to a patient in the sitting posture for fear of 
inhibiting the medullary centers,—particularly 
the respiratory center. He further states that 
spinocain administered at the level of the fourth 
lumbar interspace with the patient in the sitting 
ure will travel upward to the level of the 


cervical region in 9 to 11 seconds. When 


— — — 


dominal work were less certain than with our 
present technique. 


TECHNIQUE FOR ADMINISTRATION OF SPINAL 
ANESTHESIA 


Duties of the Anesthetist : 


1. The blood pressure is taken as soon as the 
patient arrives in the operating room and 
again at the completion of the operation. 

The patient is placed on his right side with 
thighs acutely flexed, shoulders and head 
carried forward. (Fig. 2.) The operating 
table may be either in a 5 degree Trendel- 
enburg angle or level. A thin pillow may 


2. 


FIG. 2. Improvised tiltometer scale on side of operating table used in spinal anesthesia. 


we first began using spinocain, our routine con- 
sisted of administering the same dosage (2 cc.) 
to each patient in the sitting posture. The pa- 
tients were kept in the sitting posture from 10 
to 50 seconds during the administration without 
any untoward effect. Once the drug was admin- 
istered, no time was lost in placing the patient 
on his back and placing the table in 5 degrees 
Trendelenburg position. This technique was 
followed from June 1, 1928 to October 20, 1929 
and included a group of 1,189 cases. In this 
group there was one death on the operating 
table in a patient who was practically moribund 
at the start.“ Upper abdominal as well as lower 
abdominal operations were done with this 
method, although good takes for upper ab- 


» See case report below. 


be placed under the head while the pa- 
tient is on his side, but the head should 
never be elevated beyond the erect position. 
An assistant holds the patient firmly in a 
forcibly flexed position with one arm 
passed just back of both knees and the 
other on the back of the neck. 

. As soon as the anesthesia has been admin- 
istered and the patient is placed on his 
back, a continuous flow of oxygen is ad- 
ministered through a soft rubber tube in- 
serted just inside one nostril. This we be- 
lieve has two important effects: the psychic 
effect is beneficial because many patients 
think they should be breathing in some sort 


of ‘‘gas’’ and it actually prevents some 
nausea. 
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Duties of the Nurse: 
1. Serub the patient’s back with acetolphen 
(Whiting’s) solution. Formula: acetone 
35, aleohol (95%) 64, phenoco 1. 
2. —— sterile cloths over hips and shoul- 
ers. 


3. Apply iodine (3%) to an area 4x8 inches 
at the level indicated by doctor. 


Information for the doctor: 

Materials 

1. Solution of spinocain (Pitkin’s light solu- 
—1 2 ce. ampules (in antiseptie solu- 
tion 
Ephedrine-novocain solution 1 ce. ampules 
(in antiseptic solution). 


2. 


1-20 gauge 31% inch ‘‘B.D. Erusto”’ spinal 
needle. 


1 hypodermic needle—25 gauge 
1-1% inch needle with pom) for intra- 
dermal and hypodermal injection of novo- 


Dosage 
(Fill syringes while patient is being pre- 
pared. ) 


A. 2 ec. of ephedrine-novocain solution sub- 
cutaneously when B.P. is under 150 mm. 
Hg. systolic. 

1 ee. only if B.P. is between 150 and 200 

mm. Hg., 0.5 ec. if B.P. is over 200 mm. 

. The amount of spinocain solution must 
vary with the type of operation to be done 
and to some extent with the type of pa- 
tient; nervous and sensitive individuals, 
such as peptic ulcer patients frequently 
are, may require a relatively larger dose 
than others. 

2 ec. for lower extremities, perineum, cer- 

vix, uterus from below, and prostate. 

3 ec. routinely for all lower abdominal 

cases except prostate cases. 

4 ce. for gall bladder, stomach, duodenum, 

spleen, pancreas, and kidney operations. 

Administration: 

The novocain-ephedrine solution performs the 
double function of a local anesthetic and a circu- 
latory stimulant. The solution is taken up in 
the 2 ce. syringe and with the fine hypodermic 
needle attached, an intradermal injection is 
made so as to produce a wheal 14 inch in diame- 
ter. The hypodermic needle is then detached 
and the 114 inch needle attached. This needle is 
thrust through the anesthetized skin, the sub- 
cutaneous tissues, the supraspinous and the in- 
terspinous ligaments in exactly the same path 
as the spinal needle will be inserted. The novo- 
cain and ephedrine solution is discharged into 
all of these tissues in advance of the needle and 


if done properly the patient will feel absolutely 
no pain from the introduction of the spinal 
puncture needle. Even the dura will be insensi- 
tive. 


The level of the lumbar puncture will govern, 
to some extent, the level of anesthesia. For 
work on the perineum or on the lower extremi- 
ties, use the space most readily entered below the 
second lumbar spine. For lower abdominal work 
such as pelvie operations and appendicectomies, 
the second lumbar interspace, and for upper ab- 
dominal work the first lumbar. interspace 
may be used. Higher anesthesia may also 
be obtained by removing larger amounts of 
spinal fluid before injecting the estimated 
dose of the anesthetic. On the other hand, 
we believe that a specific site of puncture may 
always be used and that the height of anes- 
thesia can be regulated entirely by the amount 
of spinal fluid withdrawn and the amount of 
anesthetic solution reinjected. For this method 
the second interspace is probably the most prac- 
tical. This method excludes one of the impor- 
tant variable factors in regulating the height of 
anesthesia and for this reason is sometimes 
vocated (4). One pertinent objection is that it 
produces much higher anesthesia than is neces- 
sary when the operation is in the lower regions 
of the body. 

The lumbar puncture needle (usually a 314 
inch 20 gauge) is inserted in the midline so 
that the point passes through the anesthetized 
skin and through the supraspinous and inter- 
spinous ligaments along the course of the previ- 
ous instillation of novocain. The needle is 
grasped firmly with the fingers of both hands 
so that, as it is advanced, it is carefully steadied 
at a point close to the skin by the fingers of 
one hand. (Figs. 3 and 4.) The wrist or re- 


FIG. 3. Correct method of holding a spinal puncture needle. 
Horizontal posture. 


maining fingers of this hand should be placed 
firmly against the patient’s back so that any un- 
expected movement of the patient will not alter 


the position of the needle in the back. (Fig. 5 


3. 1-4 ce. Luer Lok syringe. 
1-2 ee 6é 66 
cain and ephedrine. 
7 
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— 7 incorrect method of inserting a spinal 
e 

The spinal fluid is at first withdrawn, using 
the same syringe as was used in administering 
the novocain-ephedrine solution. Allow the 
spinal fluid to flow out by gently rotating and 
retracting the piston of the syringe. Never 


4. 
Sitting posture 


FIG. 5. The incorrect method of holding a spinal puncture 
needle. 


forcibly retract the piston. Remove 1 ce. less 
fluid than the dose of spinocain which is to fol- 
low. For example, if the dose of spinocain is 
to be 4 ec., gently withdraw 3 ce. of spinal fluid 
and replace the tip of the stylet until syringe 
No. 2 containing the desired amount of spino- 
eain solution is ready to be attached. 

The syringe containing the spinocain is then 
attached firmly to the needle by its lock, care 


syringe. Spinal fluid is withdrawn: first in 

order to establish a free flow; secondly, to pre- 

vent any possibility of injecting a bubble of air; 

and thirdly, in order to obtain a better diffu- 

sion when the spinocain is injected. Three mix- 

tures of spinocain and spiyal fluid are usually 

made, injecting slightly more than half of the 
total amount of each mixture each time until 

the third time, when all is injected. Do not 

at any time forcibly withdraw the plunger. If 
the spinal fluid does not flow freely, rotate the 

needle on its axis; or insert or withdraw the 
needle about ½ inch. If free communication is 

not certain, another puncture should be made. 

The dictum of this clinic should always be 
heeded: ‘‘Never inject wntil you are sure of 
the location of the point of the needle.’’ If an 

air bubble enters the syringe, tip the handle 
of the syringe upward. This allows the injection 
of all the anesthetic but leaves the bubble in 
the syringe. 

When the injection is completed, withdraw 
the needle with a firm and steady motion in the 
line of its axis, making counter pressure on the 
skin adjacent to the needle shaft with the ball 
of the thumb. As the needle comes out of the 
skin, make lateral pressure with the ball of the 
thumb so that the skin slides and the thumb 
makes pressure over the site of the needle pune- 
ture in the deeper tissues. Apply a bit of cot- 
ton with a drop of collodion to the needle pune- 
ture of the skin. 

As soon as the injection is completed, the pa- 
tient is turned flat on his back and should not 
be allowed to lift his head. The height of anes- 
thesia will be determined by what has taken 
place previously. The table should be placed in 
a 5-10 degree Trendelenburg position. It is our 
experience that for operations on the gall blad- 
der and on the stomach the table can be made 
horizontal and left in that position throughout 
the operation. Indeed, a sand bag or a kidney 
bench may be used beneath the lower thoracic 
spine without ill effect. If a patient at any time 
shows some untoward signs, such as vomiting or 
circulatory depression, or a sudden drop in 
blood pressure, the anesthetist must notify the 
surgeon and place the patient in a moderate 
Trendelenburg position. 

In ease a patient becomes pulseless and has a 
dull expression about the eyes, or in case a 
critical condition is detected by a sudden and 
marked fall in blood pressure, the following 
measures are to be carried out: 


1. The anesthetist must notify the surgeon 
—1 lower the patient's head 16 to 18 
inches. 


. A hypodermic syringe containing 1 ce. 
adrenalin hydrochlorid 1:1000 must al- 


ways be on hand ready for administration 
at a moment’s notice. The usual dose 


being taken not to have a bubble of air in the 


given intramuscularly is 0.5 ee. 
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3. The equipment and solution necessary for 
a normal saline infusion should always be 
ready for immediate use. All infusions are 
given by the junior surgical intern. The 
vein should always be cut down upon and 
a cannula inserted. No time should be 
wasted in attempting to ‘‘stick a vein’’ be- 
cause under the most favorable working 
conditions this is an uncertain procedure 
in severely shocked patients. The time re- 
quired from the instant the order is given 
by the surgeon for the administration of 
a saline infusion until the cannula is tied 
in the vein and the saline is running 
should not exceed three minutes. 


The frequent moderate depressions of blood 
pressure do not give much concern. It has been 
the custom in this clinic to take the blood pres- 
sure only before and after the operation. It 
is not followed during the operation. The sur- 
geon, with his hand inside of the abdomen, has 
an ample additional check concerning the con- 
dition of the patient over and above the pulse, 
respirations and the appearance of the patient 
to the anesthetist. 

A satisfactory anesthesia is not obtained in 
all cases in which this type of anesthetic is ad- 
ministered. The failures vary from a ‘‘no take’’, 
when the patient’s sensation of pain is appar- 
ently unaltered and he is able to lift his feet 
off of the operating table, to a ‘‘fair take’’ 
when there is absence of pain but the abdominal 
muscles are not entirely relaxed. A very com- 
mon experience is to be able to cut through the 
abdominal wall without difficulty until traction 
is made upon the parietal peritoneum, which 
then causes pain. In other cases there appears 
to be perfect and complete anesthesia with relax- 
ation which lasts only for a few (15-20) min- 
utes; then the muscles become rigid and a lit- 
tle later painful sensations appear. We have 
seen patients with this reaction turned on their 
side again in the midst of an operation and 
given a second intraspinal injection, the effects 
following the second injection having three pos- 
sible results: first, no anesthesia; second, good 
anesthesia for a very short period which again 
soon wears off; and third, good anesthesia for 
an adequate period of time. 

Our observations suggest three primary 
causes for the unsatisfactory results in spinal 
anesthesia. First: poor technique in doing the 
lumbar puncture and in the administration of 
the anesthetic probably accounts for a goodly 
number of the no takes“. The sitting posture 
with the head and shoulders drooped forward 
and downward is certainly the ideal posture for 
a lumbar tap. In this position any one with a 
little experience should be able to perform a 
¢elean-cut puncture. Although this position was 
used in the majority of the cases of this series, 


thetic solution. Nothing but a sharp needle with 
a short bevel and a good fitting obturator should 
be tolerated. 


It may be argued by some that because a new 
man gives the anesthetic every three months he 
cannot become very adept at the procedure. 
This would be a valid argument if he had to do 
it only occasionally, but in the Lankenau Clinic 
the intern averages 250-300 such anesthesias dur- 
ing the time he is in charge of the work. We 
feel that after one has done 50 lumbar punc- 
tures he has learned the technique well enough 
to be able to judge as to the location of the 
point of the needle. The importance of a free 
flow of spinal fluid is emphasized during the 
withdrawal and the mixing with the anesthetic 
solution. If a bloody spinal fluid flows from 
the needle and it does not become clear after 2 
or 3 drops, a new puncture is made in another 
interspace. 

In spite of these precautions there are occa- 
sional failures, which are undoubtedly due to 
placing the anesthetic in the improper place. 
The explanation of the severe fall in blood pres- 
sure given by Koster and Kasman“, to the effect 
that the point of the needle may be advanced 
too far and may therefore lie anterior to the 
denticulate ligaments which divide the subarach- 
noid space into an anterior and a posterior cham- 
ber, is not borne out by anatomical facts. The 
denticulate ligaments are filmy thread-like struc- 
tures found only in the cervical and thoracic re- 
gions, bridging the space between the arachnoid 
and pia mater on either side of the spinal cord. 
Their chief function is to steady the spinal cord, 
surrounded as it is with cerebrospinal fluid, 
and at best they are incomplete septa. They 
cannot possibly prevent the lateral diffusion of 
the anesthetic agent in the lumbar and lower 
thoracic regions. 


Secondly: There may be a very decided dif- 
ference in the chemical constituency of the spinal 
fluid of various patients. There seems to be 
some neutralizing substance (possibly an oxi- 
dizing agent) which is present in some individu- 
als in such quantities as to entirely neutralize 
the effect of the novocain as soon as it is admin- 
istered. In such cases no anesthesia is obtained. 
If this unknown substance is present to a less 
extent, it is conceivable that there may be good 
anesthesia for 10-20 minutes, followed by rapid 
recovery of muscular action and sensation. If 
a second dose is administered, it may or may 
not be effective, depending upon the amount of 
this X-substance which is not already bound 
up with the previously administered drug. 

Thirdly: The drug used may not be of uni- 
form strength despite the repeated assurances 
of the manufacturers that their method of pro- 
duction and preparation offers no possible chance 
for this error. It should be remembered, how- 


we abandoned it for the horizontal position 
When we began to use larger doses of the anes- 


ever, that novocain is extremely thermolabile 
and that its anesthetic action is greatly dimin- 
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ished by the slightest overheating. This diffi- 
eulty was encountered in this elinie a number 
of years ago when our own pharmacist under- 
took to sterilize novocain crystals in bottles by 
dry heat. It was again encountered in the use 
of apothesin when, after dissolving the crystals 
in spinal fluid, it was immediately taken up into 
a hot syringe just removed from the sterilizer. 
On two or three occasions we have encountered 
a supply of spinocain which has given as high 
as 80% unsatisfactory anesthesia and upon dis- 
carding the remainder of that supply and ob- 
taining a new batch, we got our normal 

takes’’ again. We realize, of course, that this 
is not absolute proof of impotency of the prod- 
uct, but on several occasions we have had very 
suggestive evidence to this effect. All ampules 
should certainly be carefully inspected for any 
— in sealing before the tip is broken 


We have experienced no disadvantage in ad- 
ministering a general anesthetic in case a poor 
anesthesia results from intraspinal administra- 
tion. 

Nitrous oxide and oxygen is the most com- 


mon additional anesthetic used. Ether is used if] Percentage of e 


Telaxation as well as insensibility is required. 
A frequent sequence is nitrous oxide and oxygen 
followed by ether. If the patient is wild and un- 
codperative, he is very apt to receive a few 
— of chloroform administered by the Pro- 
essor 

The necessity for the administration of a 
secondary anesthetic may be grouped under 4 
— with approximate percentages indi- 


a) Good anesthesia—with patients who are 
extremely nervous and do not want to be awake; 
or those whom the surgeon may wish to be insen- 


b) Good anesthesia which does not last long 
22 per cent. 
e) Fair anesthesia—muscles relaxed—pain on 
handling parietal peritoneum— 15 per cent. 
d) No anesthesia—‘‘ poor take 42 per cent. 


Local infiltration with novocain is never used. 
By constantly improving our technique we have 
been able gradually to reduce the number of 
cases which require additional anesthesia. 

This review“ includes all of the cases in which 
spinal anesthesia was given over a period of 36 
months (March 22, 1927 to March 22, 1930)—a 
total of 2,302 cases. Table I indicates the fre- 
quency with which an additional inhalant anes- 
thetic was used in the series as a whole and the 
relative frequency with each of two anesthetic 
drugs used. 


TABLE I 


Total number operative cases... 6.373 
Total number spinal 2,302 
Percentage total cases given spinal 
anesthesia 42.8 per cent. 
Total number—additional anesthesia 745 
cases requiring addi- 
tional hesi 32.3 per cent. 
Total number—apothesin anesthesia. 656 cases 
(March 22, 1927 to June 2, 1928) 
Apothesin plus additional anesthesia 
—all causes. 344 cases 
Percentage cases given additional 
anesthesia 54.4 per cent. 
Total number—spinocain anesthesia.. 1,646 cases 
(June 2, 1928 to March 22, 1930) 
Spinocain plus additional anesthesia 
—all causes 405 cases 
Percentage cases given additional 
anesthesia 25.2 per cent. 


*A previous review of 2,251 cases by Schutz for the previous 
three-year 1 22, 1924 to yy 1 22, 1927—has been 


TABLE II 
Month No. No. Good Add. Fair Add. Poor Add. 
Opera- Spinal Take An- Take An- Take An- 
tions Anesth. esth. esth. esth. 
July, 1929 105 40 38 35 87.5 1 0 0 0 5 12.5 5 
August 76 18 23.7 9 50 0 1 5.5 1 8 14.5 77707) 
September 153 81 53 67 83 10 2 325 3 12 148 12 
r 139 68 49.4 53 78 9 5 73 3 10 14.7 10 
November 160 86 563.8 75 87.4 12 2 23.3 2 9 10.3 9 
December 126 74 59 66 90 10 5 6.7 5 3 4.2 3 
January. 1930 162 82 50.7 70 85.5 5 3 3.6 3 9 101 9 
February 152 102 67 89 87.3 6 4 39 4 9 8.8 9 
March (1-22) 123 92 75 88 96 12 3 2 1 8 
Total 1196 643 54 552 85 65 25 3.9 22 66 11 65 
Total number additional anesthesia 152 cases 
Percentage total spinal anesthesia requiring additional anesthesia 23.75 per cent. 


Additional anesthesia used as follows: 


Nitrous oxide and oxygen 


Nitrous oxide and oxygen—Ether 
Nitrous oxide and oxygen— 


Ether—Chloroform 


Nitrous oxide and oxygen—Chloroform 


Ether 
Chloroform 


Spinal Anesthesia (Repeated) 


Total 


Ether—Chloroform 


— 
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In October 1929 we materially changed our 
method of administering spinal anesthesia to 
the present technique which is herein described, 
and with good results. Table II is a composite 
picture of results during the past 9 months, indi- 
cating an increase in the use of spinal anesthesia 
together with relatively superior results, as may 
be seen by comparison with Table I. 

It will be noted that 54 per cent. of all oper- 
ated patients during the past 9 months received 


October 16, 1930 
points of (a) cardiac function and capacity; 
(b) the average blood pressure and the blood 
pressure just prior to administration of the an- 
esthetic; and (c) the presence or absence of per- 
ipheral sclerosis. 

The blood pressure is taken as the patient is 
being prepared for the administration of the an- 
esthetic. The systolic pressure at this time will 
largely govern the amount of ephedrine sulphate 
to be administered subcutaneously (see under 


1 
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CHART 1. Shows the usual ly fall in the systolic blood 
pressure with maintenance of a fairly constant level there- 
after. dec. in the 2nd lumbar interspace with 


patient on side and 


spinal anesthesia. This is an increase of 12 per 
cent. over the percentage receiving spinal anes- 
thesia in the whole series and represents fairly 
accurately the percentage for the past 18 months. 
The number of ‘‘good takes’’ has increased to 
85 per cent. of the total. 

It is also worthy of note that as many cases 
in the ‘‘good take’’ category received additional 
anesthesia as in the ‘‘poor take’’ group. This is 
explained by the fact that approximately one- 
half of the former were very nervous patients 
who were given an analgesic dose of the nitrous 
oxide and oxygen and the other half consisted of 
cases in which the anesthesia did not last suf- 
ficiently long to allow for completion of the oper- 
ation. 


The most common immediate disorders are fall has 


in blood pressure, nausea and vomiting, and dif- 
ficulty in respiration. 

The vascular system of each patient should be 
carefully studied preoperatively from the view 


Technique of Administration). Our present 
view is that a patient who does not have much 
vascular sclerosis should be given an adequate 
dose of ephedrine immediately (within 1-2 min- 
utes), before the anesthetic is inistered. In 
the presence of poor cardiac function, low car- 
diac reserve, or considerable peripheral sclerosis 
we reduce the initial dosage of ephedrine some- 
what but always stand ready to give small re- 
peated doses (0.2 to 0.5 ec.) of adrenalin hydro- 
chlorid 1:1000 subcutaneously or intramuscular- 
ly. We are inclined to use adrenalin secondarily 
as a cardiac stimulant instead of repeating the 
ephedrine. 

A slight reduction of both the systolic and di- 
astolic blood pressures soon after the anesthetic 
been given is the rule rather than the ex- 
ception. Frequently this reduction is concom- 
itant with the opening of the peritoneal cavity 
or the beginning of the operation. A fall of 


10 to 25 per cent. in the systolic pressure is usu- 
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ally of no consequence, particularly if the pa- 
tient is in the Trendelenburg posture. Chart 1 
shows the usual initial reduction in systolic 
blood pressure with a rather constant mainte- 
nance once the lower level is reached. 

Chart 2 is a graphic representation of the pre- 


as. 


tion. With this in mind we have analyzed the 
same cases represented in Chart 2. In each 
case the preoperative and a postoperative blood 
pressure was taken. The same grouping obtains 
as in Chart 2—determined by the preoperative 
systolic pressure. Chart 3 shows the results. 


0 
CHART 2. 
into various blood groups as determined by the sys- 
tolic pressure before operation. 


operative systolic blood pressure in 465 consecu- 
tive cases. Eighty per cent. of all these cases fall 
into the groups between 90 and 140 mm. Hg. 


le! 


Averege of Syetelic ent 
3s 8 8 
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CHART 3. There is a greater relative fall in the systolic 
pressure in the high blood pressure groups as compared 
with the low pressure groups. 
We have observed that many cases with a high 
preoperative systolic blood pressure have a rela- 
tively greater fall in pressure during the opera- 


There is a greater percentage of fall in the post- 
operative systolic pressures in the higher groups, 
whereas the postoperative diastolic curve fairly 
closely parallels the preoperative curve. 
Retching is a moderately frequent occurrence, 
especially when high anesthesia is obtained. It 
is distressing to the patient and its onset has 
been frequently observed to coincide with a 
rather sudden fall in blood pressure. (See 
Chart 4.) There is a suggestion that this type 
of vomiting is central in action and is due to a 
disturbance of the relative mechanics of the spi- 
nal fluid and blood rather than to any direct ac- 
tion of the drug upon the vomiting center. The 


xygen 

tube constantly and is believed to reduce the 
nausea. Aromatic spirits of ammonia, if admin- 
istered carefully on a small piece of gauze may 
be of some value. The most efficacious agent is 
adrenalin given in small doses (0.2 to 0.5 ee.) 
subcutaneously. (See typical effect in Chart 4.) 

The complaint of difficulty in breathing on 
the part of the patient occasionally occurs, par- 
ticularly in nervous individuals. If high anes- 
thesia is obtained, the lower intercostal muscles 
are functionless. This should be of no particu- 
lar concern. Oxygen, again, is of value here in 
that the patient’s attention can be diverted to 
breathing deeply. In upper abdominal work 
anesthesia is frequently obtained to the level of 
the second costal cartilage and without ill effects. 


The remote complications in our experience 
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are postural headaches and very occasionally |ties following an a a retroperi- 
prolonged nausea and vomiting. toneal — was — 
Postoperative headache occurs in approximate- 
ly 5 per cent. of the cases and in these it is REPORT OF TWO FATAL CASES 
y really severe. It usually oc-| 1 : : cases were 
curs 4-6 days after operation as the patient is fatalities, the first,’ we believe, 2 directly to 
allowed to sit up or 7 — in the 9 4 po- the anesthesia; the second, , primarily rimarily to the op- 
sition. Occasionally headache occurs as late as 
t in or peri ache „ 
begins in the frontal region, is severe in the | Oetsber 24, 1927, with u severe attack of pain in the 
postorbital region and from thence is referred | right lower quadrant, radiating across the lower ab- 
to the vertex and the occiput. The treatment is|domen, of one year’s duration. Attacks 


occurred 
| | | 
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once a week; occasionally very severe and colicky in 
and to levae the font of the bed. this doc fl and Sen 
not give relief, a retention enema of 500 ce. of | DDYS!cian four months and one month before admis- 


— 1 sion, and told she had an abdominal tumor. Abdo- 
50 per cent. magnesium sulphate is given. An] men was becoming larger during the month prior to 
ice-bag to the head and small doses of aspirin | admission. General health good. Chronic consti- 


and pyramidon may be helpful. pation. No menstruation for six months. Married 22 
Nausea and vomiting are very occasionally as- Your — 
sociated with the severe headaches, but these | previously. ee 
dysfunctions are rarely so marked as to cause| physical examination showed a well developed and 
much concern. obese colored woman. Head and chest normal. Blood 
We have seen almost no persistent paresthesia | pressure 156/80. Abdomen large and obese. Midline 
and anesthesia that could definitely be attributed | hypogastric scar of previous operation. A large 
to spinal anesthesia. If a patient has such a nodular mass felt in the lower abdomen. No fetal 


heart sounds heard. Vaginal examination: a thin 
nerve lesion, which, upon superficial observa- white discharge; a soft, succulent cervix and a hard 
tion, one might be inclined to feel was due to | mass pressing down on the cervix. This mass could 


the spinal anesthesia, a careful study of that] be pushed up out of the pelvis and was not unlike a 
patient should be made from a neurological 


without difficulty. Se minutes later th — 
bifida occulta. In another patient who gradu- — 124 — — difficulty — . The 


ally lost the motor power of the lower extremi-| was good but the respirations were labored and in 


CHART 4. Shows the variation in the systolic and diastolic 
blood pressure during an abdominal operation. Preliminary 
medication: Morph. sulph. 0.0156 gms. and Scopolamine 0.0003 
gms. one-half hour before operation. Anesthetic: Spinocain 
3 cc. in third lumbar interspace. > 
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gasps. Stimulants were immediately given but to no 
avail. Respirations ceased; and finally the patient 
became pulseless. 


Case 2. No. 3049-26. A. M. P. The second fatality 
occurred in a woman 35 years old with thyroid toxi- 
cosis. She had had an appendectomy and later a 
cholecystectomy, which was followed by leakage of 
bile into the peritoneum, for which incision and drain- 
age had been done. Eighteen months later the ab- 
domen was again opened, when a large amount of 
bile-stained fluid was evacuated. The liver and 
spleen were found much enlarged and the head of the 
pancreas firm and hard. Spinocain was given but 
did not produce the necessary anesthesia, whereupon 
nitrous oxide and oxygen were administered. The pa- 
tient died soon after the abdomen was opened—appar- 
ently of surgical shock. 


SUMMARY 
A report of the results following 2,302 admin- 


istrations of spinal anesthesia is herewith sub- 


THE USE OF THYMOPHYSIN IN LABOR* 


mitted which, together with a previous report’, 
totals 4,553 spinal anesthesias from this clinic. 
The advantages and disadvantages of this 
type of anesthesia are discussed from a clinical 
viewpoint. 
A technique of administration, which has 
~ practical and efficacious, is given in de- 


A graphie study of the blood pressure before, 
during, and after anesthesia is incorporated. 


Two fatalities are reported. 
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1 Schutz, C. B.: Spina 
46: 281-287, Feb. 1928. 

2 Case, 8 Lumbar anesthesia. Am. J. Surg. 5: 618-618. 

3 Koster, H. and Kasman, L.: 


and thorax; its relation respiratory paralysis. 
Surg. Gynec., & Obst. 49 :617-630, 1929. 


BY MAX DAVIS, M. b. f 


late years there have been many attempts 
in various ways to lessen the pains of child - 
birth. Through these efforts, there were evolved 
the different forms of obstetrical analgesia which 
were to secure the partial relief or complete 
obliteration of the labor pains. These methods 
have had varying degrees of success, accom- 
panied, of course, by certain objectionable fea- 
tures which have hitherto prevented any one of 
them from reigning supreme in this field. In 
our own experience, the synergistic method of 
Gwathmey has been the most favorable. 

A different method of relief lay in the direc- 
tion of the shortening of the total length of la- 
bor. When pituitrin was first discovered, it was 
believed that the drug for this effect was at 
hand. Unfortunately, however, it was soon 
found out by sad experience that pituitrin is an 
extraordinarily powerful drug which has a great 
tendency to cause tetanic contraction of the 
uterus, and if given early in labor, may cause 
rupture of the uterus as a direct result of such 
tetany, with a consequent disastrous outcome 
for mother and baby. From such experiences 
it was learned that if pituitrin is to be used at 
all antepartum,—and most obstetricians ve- 
hemently oppose such usage,—one has to be very 
cautious with it, to use only small doses, to watch 
the patient very carefully, - to give it only 
during the expulsive stage of labor. Hence 
pituitrin itself has justly come to occupy a very 
minor role during the progress of labor. 

Five years ago, Dr. Nicholas Temesvary of 
Budapest, Hungary, made a preliminary report 


*From the Robinson Memorial, the Obstetrical Department 
of the Massachusetts Memorial Hospitals. 

tDavis—For record and address of author see This Week's 
Issue“, page 795. 


before the meeting of the German Gynecological 
Society of a new drug, thymophysin, a combina- 
tion of pituitary extract and thymus extract, 
which had the effect of shortening the total 
length of labor. Since then, various reports 
have been published of the use of this extract 
in labor, and practically all have been highly 
laudatory. A fine review of the literature on 
this subject is contained in the article by Julius 
Jarcho'. With reference to the pharmacological 
action of thymophysin, I quote from Jarcho’s 
summary of Temesvary’s observations: 


“In his 1926 article, he (Temesvary) described at 
length experiments on isolated uterine segments, in 
which he found that thymus extract alone in rela- 
tively large doses increases uterine contractions 
slightly and that this action is much augmented 
by addition of pituitary extract. Also, the action 
of pituitary extract on the uterine muscle was pro- 
longed by combination with thymus extract and 
modified so that the contractions became more 
rhythmical than with pituitary extract alone. 

“The action of pituitary extract on uterine mus- 
cle appears to be a specific one; that of thymus ex- 
tract, a non-specific action. Investigations by Miller 
and del Campo have shown that, when muscular 
fatigue is induced by electrical stimulation, thymus 
extract inhibits fatigue and increases muscular con- 
tractions under prolonged stimulation, provided that 
the muscle is not too greatly fatigued before the 
thymus extract is used. This observation r 
best explains its modifying effect on the action of 
pituitary extract on uterine muscle.” 


Our own experience in the use of this drug 
comes from a series of fifty cases which were 
followed very carefully in order to secure com- 
plete details of its effect upon labor. These re- 
sults are summarized in the following table, and 
the detailed history of each case, together with 
the history of previous labors in the multiparae, 
is to be found appended to the end of this re- 


port, the numbers of the cases in the table cor- 
responding with those of the histories. 
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As can be seen from the above table, the ac- 
tion of the thymophysin was generally very be- 
neficent and effective. Unfortunately, we were 
unable to see every case immediately after the 
onset of pains, but in practically every one, the 
amount of labor preceding the injection of the 
thymophysin, as evidenced by the character and 
frequency of the pains and the degree of cer- 
vieal dilatation present, was very slight. The 
very favorable effects of its use are seen in the 
rapidity with which most of the labors ended, 
without any untoward results for any of the 
mothers or babies. 

Thus, thymophysin can be given very early, 
as soon as one is assured that labor has started. 
The pains begin practically at once after in- 
jection, and frequently they are so strong that 
one unaccustomed to the drug might fear a 
tendency to rupture. They generally last from 
forty to sixty seconds, and there is an interval 
of one to two minutes between pains. During 
this interval there is the same complete relaxa- 
tion of the uterine musculature as occurs in 
normal labor, and there was no suggestion of 
tetany of the uterus in any case. The effect 
of the drug seems to wear off in about forty- 
five to sixty minutes, and as a result, we thought 
it best to use two repeated doses of 0.5 ec. each 
in most cases in order to secure a prolonged ef- 
fect. Temesvary advised an initial dose of one 
eubie centimeter, but Jarcho also preferred two 
repeated doses of 0.5 ec. in order to lessen the 
initial powerful effect and to determine personal 
idiosynerasy to the action of the drug. In those 
eases where delivery followed within about one 
hour of the last injection of thymophysin, there 
was less bleeding in the third stage of labor than 
usual, thus indicating that its effect had per- 
sisted into the third stage. The preparation is 
injected intramuscularly, and must be fresh, 
i.e., if half an ampoule has been used, the other 
half must be used within six hours or it deteri- 
orates and does not bring about the expected re- 
sult upon the uterine contractions. 

The above table further summarizes the ef- 
fect of thymophysin in the various groups of 


cases. It is seen that the general average of 
the length of labor has been definitely decreased. 
Most of the posterior positions in the primiparae 
ended in forceps deliveries, but the total length 
of time up to full dilatation of the cervix was. 
undoubtedly decreased. A larger series of such 
cases will determine the exact status of the use 
of thymophysin in patients with posterior posi- 
tions. 

Thymophysin has no effect upon patients not 
in labor, hence it is of no value in the induction 
of labor, and can be used, therefore, to distin- 
guish false from true labor pains. That this 
is not merely a chance reaction of the patient 
ean be seen from case No. 37, where the patient 
had entered the hospital several days before 
complaining of pains. Thymophysin was given 
without effect and she was sent home. Upon her 
return in true labor, delivery followed within 
thirty-one minutes of the administration of 
thymophysin. The drug is ineffective in pa- 
tients with uteri tired from a long labor, as can 
be understood from the description of its action 
above.: Such patients should be rested with 
morphine and magnesium sulphate, and then be 
allowed to proceed with labor. Thymophysin 
was also used in four patients who had been 
induced with Voorhees bags, two for toxemia, 
one for placenta previa, and one for strong, ir- 
regular, ineffective pains which could not be 
stopped for several days. It was successful 
only in one of the toxemia cases, case No. 34. 
The other toxemia patient and the placenta 
previa never had any real labor at all, the soft- 
ening and dilatation of the cervix being purely 
mechanical. The bags were removed after twen- 
ty-four hours and the patients delivered by ver- 
sion and breech extraction. The last case had a 
long labor of fifteen hours and delivered a small 
baby weighing only five pounds and two ounces. 
The only explanation of this result may lie in 
the generally ineffective use of thymophysin in 
the absence of regular labor pains, for where 
pains occurred as in case No. 34, its effect was 
very good. The drug was also used in four pa- 


tSee quotation, p. 771. 


AFTER ADMINISTRATION OF THYMOPHYSIN* 


Primiparae Multiparae 
Anterior Posterior Anterior Posterior 
Position Position Position Position 
Total number of cases 10 8 17 2 
Minimum time of delivery 40 minutes 45 minutes 8 minutes 3 hours 
minutes 
Maximum time of delivery 6 hours 9 hours 3 hours 5 hours 
45 minutes 20 minutes 
Average time of delivery 2 hours 4 hours 1 hour 4 hours 
37 minutes 23 minutes 7 20 minutes 
Normal deliveries 4 2 17 2 
Forceps deliveries 6 6 0 0 


y cases wages cervical dilatation was two fingers or lessare included in the calculations. The two borderline Caesarean. 


*Onl 
cases are excl 
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tients with almost complete dilatation of the cer- 
vix, in whom the pains were becoming very weak 
and progress was very poor. All four delivered 
within less than one-half hour after the injec- 
tion of the thymophysin.t 

Temesvary* himself recommends thymophysin 
for use in marginal placenta previa following 
rupture of the membranes, for dry labor, for 
elderly primiparae, for some cases of eclampsia, 
and for contracted pelvis. We have used thy- 
mophysin in the case of four primiparae where 
the head was unengaged, cases No. 3, 7, 15, 17, 
with good results. We believe that cases No. 7 
and 15 might possibly have had to be delivered 
by Caesarean section had not the strength of 
the pains been greatly increased by the thy- 
mophysin, thus inducing more effective mould- 
ing of the head. It can thus be used to secure 
a good trial of labor in borderline cases, under 
the watchful eyes of the attending obstetrician, 
before deciding upon Caesarean section. With 
reference to contraindications, they would seem 
to be any malposition or disproportion, and renal 
and cardiac cases. 


In closing, I wish to express my thanks to 
“Dr. William A. Ham, the chief of our service, 
for permission to study this series of cases. I 
also wish to thank those members of the staff 
who allowed me to use the thymophysin on their 
private cases. Finally, I wish to express my 
deep appreciation to Dr. L. Woodruff, our ob- 
stetrical resident, and to Drs. W. Murphy and 
L. Alpert, our internes, and to the nursing staff 
for their splendid codperation in carrying out 
this work. 

SUMMARY 


Thymophysin can be given as soon as regu- 
lar labor is established. 

There is apparently no danger of tetanic 
contraction of the uterus. 

Thymophysin definitely shortens labor. 

It can be given for secondary inertia of the 
uterus, if the patient is not too fatigued. 
The preferable dosage is 0.5 ec. repeated in 
45 to 60 minutes. 
There seems to be no danger of injury to 
mother or child. 
With careful watching, it can be used to 
give a good trial of labor to borderline 
Caesarean cases. 
It does not seem to be effective in inducing 
labor, hence can be used to differentiate true 
from false labor. 


CASE REPORTS 


Para I, age 29, white, full term; general physi- 
cal condition good. Pains began at 5 P. M. 
on June 4, 1930. At 2:30 A. M. on June 5 
rectal examination showed the cervix thin, 
three fingers dilated, the head in mid-pelvis, 
membranes intact, pains coming every five 
minutes and of fairly good quality. At 11:20 


1) 
2) 


3) 
4) 


5) 
6) 
7) 


8) 


1) 


+The detailed histories of the last seven cases referred to 
above have not been included in this report. 


2) 


A. M. rectal examination showed the cervix | 
thin, 4-5 fingers dilated, head in mid-pelvis, 
membranes intact; pains every five minutes 
lasting 25 seconds. Patient becoming 
9 Given 0.5 cc. thymophysin at 11:30 
A. M. Pains n to come at intervals 
of two minutes, lasting 50-55 seconds, and 
much stronger than the previous pains, ac- 
cording to the patient. The head came down 
to the perineum in one-half hour. Given 
another 0.5 cc. thymophysin at 12:06 P. M. 
and pains again became stronger. Deliv- 
ered normally of a male at 12:29 P. M. 


Para I, age 26, white, full term; general physi- 


cal condition good. Began to have slight 
pains about 1:30 A. M., when rectal examina- 
tion showed the cervix thick, one finger 
dilated, head high in pelvis, membranes in- 
tact, pains irregular. At 11:30 A. M. rectal 
examination showed the cervix somewhat 
thinner, about two fingers dilated, head in 
the same position, membranes intact, pains 
weak, every five minutes, lasting 15-20 sec- 
onds. Given 0.5 cc. thymophysin at 11:35 
A. M. Pains at once became very strong, 
lasting 40-45 seconds with an interval of 
1.5 minutes between pains. At 12:10 P. M. 
rectal examination showed the cervix thin, 
somewhat over three fingers dilated, head 
in mid-pelvis. Membranes ruptured at 12:15 
P. M. Another 0.5 cc. thymophysin given 
at 12:30 P. M. when the pains began to 
slow down. At 12:55 P. M. the cervix was 
fully dilated. Delivered normally of a fe- 
male at 1:50 P. M. 


3) Para I, age 26, white, full term; general physi- 


cal condition good. Began to have pains at 
7:30 A. M. on June 7, 1930. Rectal exam- 
ination at 8:30 A. M. showed the cervix 
thick, one finger dilated, head at the brim 
and unengaged, membranes intact, pains 
slight, every 15-20 minutes. Blood pressure 
146/90. Some oedema of legs present. Rec- 
tal examination at 11:15 A. M. showed the 
same findings as above; pains every 7-8 min- 
utes. Rectal examination at 12:20 P. M. 
disclosed no change; pains every 4-5 min- 
utes, lasting thirty seconds. Given 0.5 cc. 
thymophysin at 12:21 P. M. Pains at once 
became very strong, lasting 50-60 seconds 
and coming every minute. Membranes rup- 
tured at 12:26 P. M. Rectal examination 
at 1:00 P. M. showed slightly more dilata- 
tion and thinning of the cervix; head still 
at brim. Pains began to come at intervals 
of three to four minutes and so another 
0.5 cc. of thymophysin was given at 1:35 
P. M. Pains again began to come with previ- 
ously mentioned strength and frequency. 
At 2:15 P. M. rectal examination showed 
full dilatation of the cervix, the head in mid- 
pelvis. Delivered of a male by mid-forceps 
at 3 P. M. Baby had a very large head. It 
also had an imperforate anus which was suc- 
cessfully operated upon by Dr. Harry J 
Lee. 


4) Para I, age 31, white, full term; general physi- 


cal condition good. Pains began at 9:05 
A. M. Rectal examination at 11:00 A. M. 
showed the cervix moderately thick, 2 fingers 
dilated, head high in pelvis, membranes rup- 
tured (at 7 A. M.), pains weak, lasting 10-15 
seconds, every 10-15 minutes. Given 0.5 cc. 
thymophysin at 11:05 A. M. Pains at once 
became stronger, lasting 40 seconds, every 
1.5 minutes. Rectal at 11:30 A. M. showed 
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5) 


6) 


the cervix thinner, three fingers dilated, head 
high wmid-pelvis. Another 0.5 cc. thy- 
mophysin given at 11:45 A. M. and the pains 
increased in strength, lasting 60 seconds 
with an interval of one minute between 
pains. Rectal examination at 12:25 P. M. 
showed the cervix to be fully dilated and 
the head in mid-pelvis. Delivered of a male 
by mid-forceps at 1:05 P. M. The head re- 
mained in persistent posterior position and 
was rotated manually at the time of deliv- 
ery. 


Para I, age 25, white, full term; general physi- 


cal condition good. Patient entered the 
hospital at 1:45 A. M. complaining of slight 
irregular pains. Rectal examination showed 
the cervix to be moderately thin, 1-2 fingers 
dilated, head high in the pelvis. At 1:30 
P. M. rectal examination showed the cervix 
to be of the same thickness, two fingers 
dilated, head in the same position, mem- 
branes intact, pains weak, lasting 15 sec- 
onds, coming every 5-6 minutes. At 2:13 
P. M. 0.4 cc. thymophysin was given. Pains 
at once became very strong, lasting 50-60 
seconds, with an interval of one minute 
between pains. At 3:20 P. M. the cervix 
was fully dilated, head in mid-pelvis; pains 
slowed down to 3-4 minute intervals. At 
3:55 P. M. the head was in low mid-pelvis. 
The head remained in persistent posterior 
position and was rotated with Kielland for- 
ceps and delivery of a male took place at 
4:45 P. M. by low forceps. The patient died 
of a pulmonary embolus on the delivery table 
during the delivery of the body of the child. 


Para I, age 24, white, full term; general physi- 
H 


cal examination good. ad had hyper- 
thyroidism.) Membranes ruptured at 8:30 
P. M. on June 13, 1930. At 11 P. M. the pa- 
tient began to have slight pains every 10-15 
minutes, and rectal examination showed the 
cervix thick, 1-2 fingers dilated, head high 
mid-pelvis. Given 0.5 cc. thymophysin at 
11:50 P. M. Pains at once became strong, 
lasting 50-90 seconds, with interval of 0.5-1 
minute between pains. Pains continued 
strong but interval increased to 2-3 minutes 
at the end of an hour. Rectal examination 
at 1 A. M. showed the cervix thin, 3-4 fingers 
dilated, head low mid-pelvis. Given another 
0.5 cc. thymophysin at 1:05 A. M. Pains re- 
turned to previously mentioned strength and 
frequency. At 1:25 A. M. the cervix was 
fully dilated, head visible at introitus at 
1:40 A. M. Patient had somewhat narrow 
arch and outlet. Delivered of a male by 
low forceps at 2:30 A. M. 


7) Para I, age 18, white, full term; general physi- 


cal condition good. Membranes ruptured at 
1 P. M. on June 13, 1930. About midnight 
the patient began to have slight pains every 
10 minutes. Rectal examination showed the 
cervix thick, no dilatation present, head at 
the brim, unengaged, not felt by examining 
finger in rectum. Given 0.5 cc. thymophysin 
at 12:50 A. M. Pains at once became strong, 
lasting 40-60 seconds, with an interval of 1-2 
minutes between pains. Pains began to 
come at intervals of 4-5 minutes at the end 
of an hour. Another 0.5 cc. of thymophysin 
was given at 2:00 A. M. and pains returned 
to previously mentioned strength and fre- 
quency. Rectal examination at 3:30 A. M. 
showed the cervix thinner, softer, 1-2 fingers 
dilated, head in high mid-pelvis. Given an- 


other 0.5 cc. thymophysin at 3:40 A. M. and 
pains returned to previous strength and fre- 
quency. At 3:50 A. M. given one-quarter 
grain of morphine plus one ampoule of 2 
ce. of 50% magnesium sulphate, the latter 
being repeated at 4:50 A. M. The pains 
quieted down to five minute intervals, their 
strength decreased, and the patient slept 
between pains. Rectal examination at 10:10 
A. M. showed the cervix thinner, 2-3 fingers 
dilated, head in high mid-pelvis. Given an- 
other 0.5 cc. thymophysin at 10:20 A. M. 
Pains again returned to earlier strength and 
frequency. Rectal at 12:40 P. M. showed 
cervix almost fully dilated, head in same 
position. No further progress was made. 
Vaginal examination at 1:40 P. M. con- 
firmed above findings, including persistent 
posterior position of head. Heat rotated 
manually and delivery of a male by high 
forceps took place at 2:10 P. M. We feel 
that this case was a borderline Caesarean, 
and that the thymophysin gave us a very 
good indication of the possibility of vaginal 
delivery through the increased moulding of 
the head caused by the very powerful pains 
induced by the drug. 


8) Para I, age 29, white, full term; general physical 


9) 


condition good. Patient began to have slight 
pains at 5 A. M. Rectal examination at 
9:00 A. M. showed the cervix thick, 1 finger 
dilated, head high in pelvis, pains weak, 
lasting 15 seconds, coming every fifteen min- 
utes. Given 0.5 cc. thymophysin at 9:20 
A. M. Pains became stronger, lasting 30-50 
seconds, with intervals of 2-3 minutes be- 
tween pains. Rectal examination at 10:20 
A. M. showed the cervix thinner, 2-3 fingers 
dilated, head somewhat lower. Another 0.5 
ce. thymophysin given at 10:30 A. M. Pains 
again began coming strongly every 2-3 min- 
utes. At 11:00 A. M. the cervix was fully 
dilated, head in low mid-pelvis. No progress 
made, the head remaining in persistent pos- 
terior position. Head rotated manually. De- 
livery of a male by mid-forceps took place 
at 12:40 P. M. 


Para I, age 24, white, full term; general physical 


examination good. Membranes ruptured at 
9:50 A. M. Patient began to have slight 
pains at about noon. Rectal examination at 
2 P. M. showed the cervix thick, about two 
fingers dilated, head high in the pelvis, 
pains weak, coming every 10 minutes. Given 
0.5 cc. thymophysin at 2:35 P. M. Pains at 
once became strong. lasting 40-45 seconds, 
with an interval of 2-3 minutes between 
pains. Rectal examination at 3:20 P. M. 
showed the cervix to be fully dilated, head 
in low mid-pelvis. Given another dose of 
0.5 cc. thymophysin at 3:30 P. M. Head ap- 
peared at vulva at 3:40 P. M. Patient de- 
livered normally of a male at 4:05 P. M. 


10) Para I, age 24, white, full term: general physical 


condition good. Patient began to have 
slight, irregular cramps at noon on June 15, 
1930. The pains became regular and harder 
late at night. Rectal examination at 5:15 
A. M. on June 16 showed the cervix thick, 
two fingers dilated, head in mid-pelvis, pains 
lasting 30 seconds and coming every 5 min- 
utes. Given 0.5 cc. thymophysin at 5:30 
A. M. Pains became very much harder, 
lasting 50 seconds, with an interval of one 
minute between pains. Head was down on 
the perineum at 6:10 A. M. Delivered nor- 
mally of a male at 6:20 A. M. 
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11) 92 white, full term; general physi- 
cal condit 


12) 


age 25, 
tion good. 


ion good. Patient began to have 
slight pains at 123 15 A. M. Rectal examina- 
tion at 3:30 A. M. showed the cervix thick, 
one finger dilated, head high in pelvis, mem- 
branes intact, pains weak, coming every 
8-10 minutes. Given 0.5 cc. thymophysin at 
4:30 A. M. ins became very strong, last- 
ing one minute, with an interval of one min- 
ute between pains. Pains gradually de- 
creased to intervals of 4-5 minutes between 
pains. Another 0.5 cc. of thymophysin was 
given at 5:50 A. M. Pains again returned 
to previously mentioned strength and fre- 
quency. Cervix fully dilated at 6:15 A. M., 
head down on the perineum. Delivered of 

a female by low forceps at 7:15 A. M. 


: general condi- 

ins began at 10 A. M. Rectal 
— at 11:50 A. M. showed the cer - 
vix thin, 2 fingers dilated, head in mid-pel- 
vis, pains weak, coming every 10 minutes. 
Given 0.5 cc. thymophysin at 12 noon. Pains 
at once began to come strongly, lasting 35- 
60 seconds, with intervals of 2 minutes be- 
tween pains. Head on perineum at 12:25 
P. M. Delivered of a female by low for- 
ceps at 12:40 P. M. 


13) Para I, age 25, colored, full term; general physi- 
cal condi 


15) 


tion good. Membranes ruptured 
at 9:30 P. M. Patient entered hospital hav- 
ing no pains. 2 two ounces of castor 
oil at 10:00 P. M. ins began at 10:45 P. 
M. Rectal 4 showed the cervix 
thick, 1-2 fingers dilated, head in mid-pelvis, 
pains weak. Given 0.5 cc. thymophysin at 
11 P. M. Pains began at once to come very 
strongly, lasting 50-60 seconds, with intervals 
of one minute between pains. Delivered 

ly of a male at 11:45 P. M. 


showed the cervix thick, 1-2 
fingers dilated, pains weak, coming every 
10-15 minutes. Given 0.5 cc. thymophysin 
at 7:35 P. M. Pains came stronger, lasting 
30-40 seconds, with intervals of 2 minutes 
between pains, but gradually slowed down to 
intervals of 4-5 minutes. Rectal examination 
at 10 P. M. showed the cervix thin, 3 fingers 
dilated, head in mid-pelvis. Given another 
0.5 cc. thymophysin at 10:30 P. M. and pains 
returned to previous strength and frequency. 

dilated at 1:00 A. M. Delivered of a 
male by low forceps at 1:30 A. M. 


Para I, age 21, white, full term; a eee 
cal condition good. Havi 


ng irregular pa 
since 6:00 A. M. Rectal examination at 1 286 
A. M. showed the cervix thin, one finger 
dilated, head at brim, unengaged, pains weak 
and irregular. Given 0.5 cc. thymophysin at 
9:45 A. M. Pains began to come strongly at 
once, lasting 30-40 seconds, and coming every 
three to four minutes. At the end of an hour 
the pains slowed down to 6-7 minute inter- 
vals. Given another 0.5 cc. thymophysin at 
10:45 A. M. and pains returned to previous 
strength and frequency. They slowed down 
again and another dose of 0.5 cc. thymophy- 
sin was given at 11:55 A. M. Pains became 
stronger, lasting 40-60 seconds and coming 
at intervals of 1-2 minutes. Rectal examina- 
tion at 1:00 P. M. showed the cervix thin, 2 
fingers dilated, head still at brim. Vaginal 
examination at 2:30 P. M. showed the cer- 


16) 


18) 


Para I, age 17, white, full term; 
cal di 


ay age 22, white, full term; general 


vix thin, 3 fingers dilated, head moulded high 
into the pelvis, pains coming at five min- 
ute intervals. Dose of 0.5 cc. thymophysin 
at 2:45 P. M. 


three minute intervals, but slowed down 
again at the end of 30 minutes. Rectal ex- 
amination at 4:00 P. M. showed the cervix 
thin, 3-4 fingers dilated, head high in pel- 
vis. At 5:15 P. M. the patient was anes- 
thetized and prepared for delivery. Ex- 
amination showed the cervix almost fully 
dilated. The membranes were ruptured arti- 
ficially and the head was found in persistent 
LOP. It was rotated manually to an anterior 
position, high forceps applied and delivery 
of a male was accomplished with some dif- 
culty at 5:45 P. M. We believe that this 
patient also would undoubtedly have had to 
have a Caesarean section had not the head 
been moulded into the pelvis by the strong 
pains induced by the thymophysin. 


general physi- 


irregu 

tion at 7:30 P. M. showed the cervix mod- 
erately thin, 2 fingers dilated, head in mid- 
pelvis, pains slight, coming every 3-4 2 
utes. Given 0.5 cc. thymophysin at 9:15 
P. M. Pains became very much stronger, 
lasting 40-50 seconds, with intervals of two 
minutes between pains. continued 
hard every 3-5 minutes until the normal de- 
livery of a female at 4:54 A. M. This pa- 
tient was very uncodperative, refused repe- 
tition of thymophysin, refused to stay in "bed, 
and wished to sign a release and leave the 
hospital while in very hard labor. 


17) er I, age 23, 32 full term; general physi- 
cal condition good 


Membranes ruptured at 
12:15 A. M., but the patient was having no 
pains. Given two ounces of castor oil at 
11 A. M. 
thereafter. Rectal examination showed the 
cervix thick, no dilatation present, head at 
brim, unengag pains weak. Given 0.5 cc. 
thymophysin at 11:55 A. M., but pains did 
not change much in character, except for 
slight increase in strength. Another 0.5 cc. 
thymophysin was given at 1:05 P. M. Pains 
became very much stronger in character, 
lasting 60-90 seconds, at intervals of five 
minutes. Pains slowed down somewhat at 
the end of two hours, and another 0.5 cc. 
thymophysin was given at 3:23 P. M. The 
pains began coming every three minutes and 
lasted 30-40 seconds. They slowed down 
again at the end of an hour and continued 
to come at five minute intervals until de- 
livery. examination at 3:25 P. M. 
showed the cervix moderately thick, 2-3 
fingers dilated, head in high mid-pelvis. 
Rectal examination at 8:45 P. M. showed the 
cervix thin, almost fully dilated, head in low 
mid-pelvis. Delivered of a female by low 
forceps at 9:40 P. M. 


physi- 
ition good. Patient began having 

irreguiar pains at 10:00 A. M. Rectal ex- 

amination at 1:30 P. M. showed the 


cervix 
thick, one finger dilated, head in high mid- 
pelvis, pains weak and irregular. Given 0.5 
cc. thymophysin at 2:00 P. M. Pains began 
to come at five minute — Mam lasting 30- 
40 seconds, and much stronger than 
Interval between pains gradually increased, 


— —— 
began to have 
14) Para I, age 29, colored, 8 months; general 
physical condition good. Slight pains be- 
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but the pains remained strong. Rectal ex- 
amination at 3:05 P. M. showed the cervix 
slightly thinner, 2 fingers dilated, head in 
mid-pelvis. Given another 0.5 cc. thymophy- | 92 
sin at 3:15 P. M., and pains began to come 
at two minute intervals, lasting 30-40 sec- 
but gradually became weaker. Va- 
examination at 8:30 P. M. showed cer- 
vix to be still thick, 3 fingers dilated, head 
in mid-pelvis in 

Rectal examination at 11:30 P. M.—cervix 
3 fingers dilated, head in mid- 


examination at 1:30 A. M.—cervix 
— 3 fingers dilated, head in mid- 
pelvis. 

Rectal examination at 4:30 A. M.—cervix 
— 4 fingers dilated, head in mid - 
pelvis. 

The patient had been given a quarter grain 
of morphine and 2 cc. of 50% magnesium 
sulphate intramuscularly at 9:00 P. M., 
the latter being repeated at 11:30 P. M., 
and she had received a moderate amount 
of relief from pain from these injec- 
tions. The head remained in the pos- 
terior position, and she was delivered 
by the Scanzoni maneuver and mid- 
forceps of a male at 6:25 A. M. 

Para I, age 22, white, full term; general physi- 

cal condition good. Pains began at about 

3:00 A. M. Rectal examination at 10:30 

A. M. showed the cervix thick, two fingers 

dilated, head in mid-pelvis, pains weak, com- 

ing every 10-15 minutes. Given 0.5 cc. thy- 
mophysin at 11:15 A. M. Pains became 
much harder, lasting 30-50 seconds, with in- 
tervals of 2-4 minutes between pains. Rec- 
tal examination at 12:20 P. M. showed the 
cervix still thick, two fingers dilated, head 
in mid-pelvis. Given ag 0.5 cc. thy- 
a. — 12:30 P. Rectal examina - 


of a male by mid - forceps at 4:50 P. M. 


20) Para — white, term; general physi- 


tion good. Pains began at 4:30 
7 M. At 7:50 P. M. rectal examination 
showed the cervix thick two fingers dilated, 
head in high mid-pelvis, pains weak and ir- 
a Given 0.5 cc. thymophysin at 8:00 
P. M. Pains became very strong, lasting 
50-60 seconds, with intervals of 1-2 minutes 
between pains. The membranes ruptured 
at 8:08 P. M. Patient was delivered nor- 
mally of a male at 9:03 P. M. 


21)* Para 2 age — white, full term; general physi- 


Patient entered the 
— at 8:30 P. M., having slight, irregu- 
lar pains in the back. Rectal examination 
showed the cervix thick, two fingers dilated, 
head high in the pelvis, membranes intact. 
4 12:20 A. M. rectal examination showed 
the cervix thin, 4-5 fingers dilated, head in 
high mid-pelvis, pains moderately strong, 
lasting 25 seconds each, but no desire to 
push down was present. At 12:30 A. M. 0.5 
cc. of thymophysin was given. The pains 
at once increased in severity, lasting 50 
seconds each, with an interval of one min- 
ute between pains. The head came down 
to the perineum in eight minutes, and the 
patient was delivered normally of a male 
at 12:43 A. M. 


24) 


During previous labor she had pains all 
day, but had hard pain only for the 
last 3-4 hours. Delivery was normal. 


22)* 5 age 19, white, 5 months; general physi- 


condition good. Patient's membranes 
ruptured on June 1, 1930. Since then she 
had not felt motion. She had cramps every 
afternoon, but not in the morning. On June 
5 she began to have weak, irregular cramps 
at 12:30 P. M. The cervix was thick, firm, 
with practically no dilatation present; pre- 
senting part not felt. Given 1 cc. thymophy- 
sin at 1:35 P. M. Pains at once began com- 
ing every five minutes, lasting 25-30 seconds. 
Rectal examination at 2:15 P. M. showed the 
cervix still thick, 1-2 fingers dilated, present- 
ing part in mid-pelvis. Given another 0.5 
cc. at 2:20 P. M. Pains became stronger, 
lasting 30-60 seconds, with an interval of two 
minutes between pains. Rectal examination 
at 3:40 P. M. showed the cervix thinner, 
3-4 fingers dilated. Patient suddenly began 
to bear down and the foetus appeared at the 
vulva, presenting by the buttocks. Deliv- 
ery completed at 3:45 P. M., the placenta 
following at 3:45 P. M. 

The patient’s previous labor had been 
very hard and long, ending in a diffi- 

e. 


23) Para II, age 24, white, full term; general physi- 


cal condition good. Patient began to have 
slight pains at about noon. Rectal examina- 
tion at 3:00 P. M. showed the cervix thick, 
1-2 fingers dilated, head in high mid-pelvis 
pains weak, coming every 5-6 minutes. Given 
0.5 cc. thymophysin at 3:15 P. M. Pains at 
once became stronger, lasting 30-40 seconds, 
with an interval of two minutes between 
pains. At 3:45 P. M. the pains were last- 
ing 45-50 seconds, with an interval of one 
minute between pains. Rectal examination 
at 4:00 P. M. showed the cervix thinner, 3 
fingers dilated, head in high mid-pelvis. An- 
other 0.5 cc. thymophysin given at 4:30 P. M. 
Rectal examination at 4:45 P. M. showed 
the cervix fully dilated, the head on the 
perineum. Patient was delivered normally 
of a female at 5:14 P. M. 
Previous labor had lasted 11 hours and 
very 


Para II, age 36, white, full 4— general physi- 


Patient began to have 
slight pains at 2:00 A. M. Rectal examina- 
tion at 8:30 A. M. showed the cervix thin, 
practically no dilatation, head at brim, pains 
weak, coming every 15 minutes. Pains 
stopped after entry to hospital and began 
again at 11:00 A. M. when rectal examina- 
tion showed the same findings as above. 
— 0.5 cc. thymophysin at 11:05 A. M. 
Pains began to come at once very stronaty, 
lasting 50-60 seconds, with an interval of 
one minute between pains. Rectal ex- 
amination at 11:39 A. M. showed the cervix 
about 2 fingers dilated, the rest of the find- 
ings unchanged, the patient having 9 
bloody show. Pains slowed down to two 
minute intervals at noon, when another 0.5 
ce. thymophysin was given. Pains at once 
returned to previous strength and frequency. 
Membranes ruptured at 12:05 P. M. Rectal 
examination at 12:15 P. M. showed cer - 


III . E vix almost fully dilated, the head in . 
cases * 
IIe — mid-pelvis. Patient delivered normally of a 


female at 12:50 P. M. 


— 
pelvis. 
19) 
— — 

dilated, the head in mid-pelvis. Delivered 
— q ui⸗-—— 

from the hospital records of the labor. 
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Previous labor, according to her attend- 
nger. 


25)* Para II, age 31, white, full term; general physi- 
cal condition good. Membranes ruptured at 
9:00 P. M. and pains began shortly there- 
after. Rectal examination at 11:45 P. M. 
showed the cervix moderately thick, about 
2 fingers dilated, the head in mid-pelvis, 
pains moderately strong, lasting 25 seconds 
and coming every 5 minutes. Given 0.5 cc. 
thymophysin at midnight. Pains at once 
became very strong and the head was on 


the perineum in 15 minutes. Patient deliv- 


ered normally of a male at 12.34 P. M. 
Previous labor had lasted about 14 hours 
after entry to hospital ending in a for- 
ceps delivery. 


26)* Para II, age 21, white, full term; general physi- 
cal condition good. Patient began to have 
slight pains at 8:00 P. M. Rectal examina- 
tion at 11:00 P. M. showed the cervix thick, 
1 finger dilated, head high in pelvis, pains 
weak, coming every 10-15 minutes. Given 
0.5 cc. of old thymophysin at 11:05 P. M. 
without effect. Rectal examination at mid- 
night showed the cervix slightly thinner, but 
the rest of the findings were the same. Given 
0.5 cc. thymophysin at 12:15 P. M. Pains at 
once ie very strong. coming at very 
short intervals. Delivered normally of a 
male at 1:16 A. M. 

Previous labor had been very much longer, 
ending in a forceps delivery. 

Para II, age 26, white, full term; general physi- 
cal condition good. Patient began to have 
pains at 9:00 A. M. At 2:00 P. M. rectal 
examination showed the cervix thick, two 
fingers dilated, the head in high mid-pelvis, 
pains moderately strong, coming every 5 
minutes. Given 0.5 cc. thymophysin at 2:30 
P. M. Pains at once became very much 
stronger, lasting 40-50 seconds, with intervals 
of 1-2 minutes. The head came down to the 
perineum at 2:45 P. M. Patient delivered 
normally of a female at 2:35 P. M. 

Previous labor had lasted 26 hours, end- 
ing in a normal delivery. 


28)* Para II, age 26, white, full term; general physi- 
cal condition good. Pains began at 11:00 
A. M. Rectal examination at 3:00 P. M. 
showed the cervix thick, two fingers dilated, 
the head in high mid-pelvis, pains weak, 
coming every 5-10 minutes. Given 0.5 cc. 
thymophysin at 3:20 P. M. Pains at once 
became very hard, lasting 40-50 seconds, with 
an interval of 1-2 minutes between pains. 
re — normally of a male at 


Previous labor lasted 6-7 hours. 


29) Para II, age 26, white, full term; general physi- 
cal condition good. Pains began at 10:00 
P. M. Rectal examination at 11:50 P. M. 
showed the cervix thick, 2 fingers dilated, 
the head in mid-pelvis, pains moderately 
strong, coming every 5 minutes. Given 0.5 
cc. thymophysin at 12:10 A. M. Pains be- 

came very strong. Patient delivered nor- 
mally of a female at 12:18 A. M. 

Previous labor, according to attending 

physician, had been very much longer. 


30) Para III, age 28, white, full term; general physi- 
cal condition began 


27) 


tion at 7:00 A. M. showed the cervix thick, 
no dilatation, the head Meh * the pelvis, 
membranes intact, pains weak, coming every 
10 minutes. Given 0.5 cc. thymophysin at 
7:15 A. M. Pains increased in severity, last- 
ing 30-90 seconds, with intervals of 1-2 min- 
utes between pains. Began to have mod- 
erately bloody discharge in a short time. 
Rectal examination at 9:05 A. M. showed 
some thinning of the cervix, with two fingers 
of dilatation, head in same position. An- 
other 0.5 cc. thymophysin was given at 9:45 
A. M. Pains returned to previous strength 
and frequency. Membranes ruptured at 
10:10 A. M. Rectal examination at 11:15 
A. M. showed the cervix thin, three fingers 
dilated, the head in mid-pelvis. Given an- 
other .25 cc. after this examination, and the 
pains increased from a frequency of 3-4 min- 
utes to 2 minute intervals. Rectal examina- 
tion at 12:20 P. M. showed the cervix fully 
dilated, the head in low mid-pelvis. Pa- 
ag delivered normally of a female at 1:05 


ing 12 hours. 

b) twins, the first was a high forceps 
and the second was delivered by 
sion and breech extraction. Labor lasted 
five and one-half hours. 


Para III, age 23, colored, full term; general 
physical condition good. Pains began at 
5:00 P. M. Rectal examination at 9:40 P. M. 
showed the cervix soft, moderately thick, 
two fingers dilated, the head in mid-pelvis, 
pains weak, lasting 15-20 seconds, coming 
every 10-15 minutes. Patient given 0.5 cc. 
thymophysin at 10:10 P. M. Pains at once 
became very much stronger, lasting 50-60 
seconds, with intervals of 1-2 minutes. Mem- 
branes ruptured at 10:25 P. M., the head 
came down to the perineum at 10:30 P. M. 
Delivered normally of a male at 10:34 P. M. 

Previous labors: 
a) lasted 16 hours, ending in mid-forceps. 
b) lasted 14 hours, ending in mid-forceps. 


Para III, age 25, white, full term; general physi- 
cal condition good. Patient had been hav- 
ing irregular pains since 7:00 A. M. Rectal 
examination at 10:00 A. M. showed the cer- 
vix thick, no dilatation present, the head 
at brim, pains weak and irregular. Given 
0.5 cc. thymophysin at 10:15 A. M. Pains 
became stronger and more regular, lasting 
30-40 seconds, with intervals of two min- 
utes between pains. Interval increased to 
5 minutes at the end of an hour. Rectal 
examination at 11:20 A. M. showed the 
cervix somewhat thinner and softer, one 
finger dilated, the head in the same posi- 
tion. Patient given another 0.5 cc. thy- 
mophysin at 11:30 A. M. Pains increased in 
strength, lasting 30-40 seconds, with an in- 
terval of one minute between pains. Rectal 
examination at 12:50 P. M. showed the cer- 
vix almost fully dilated, the head in mid- 
pelvis. Patient delivered normally of a 


31) 


32) 


male at 1:30 P. M. 
Previous labors: 
a) —— delivery, lasting 7 hours, 30 


minu 
b) normal delivery, lasting two hours. 
33) Para IV, age 26, white, full term; general physi- 
cal condition good. Pains 


good. have 
slight pains at 5:00 A. M. 


began at 9:00 
midnight 


P. M. 


780 
Previous labors: 

a) 8-month pregnancy, normal labor last- 

| 
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Patient given 0.5 cc. thymophysin at 
12:19 A. M. Pains at once became stronger, 
lasting 60 seconds, with intervals of two 
minutes between pains, and continued to 
be strong. Rectal examination at 1:25 A. M. 


came down to the perineum at 2:05 
Delivered normally of a female at 2:16 
Previous labors had all been much 


34) Para IV, age 26, white, full term; general physi- 
cal condition good. Patient had been treated 
for toxemia of pregnancy, her blood pressure 
running around 180/130. She was induced 
with a Voorhees bag at 1:15 P. M., the cer- 
vix being very firm, thick, and just admitting 
one finger. The bag ruptured at the neck 
at 1:40 P. M. The patient was rebagged at 
3:00 P. M., the condition of the cervix be- 
ing the same. Pains began at 4:00 P. M. 
Rectal examination at 6:05 P. M. showed 
the cervix still thick, about 2 fingers dilated, 
pains weak, lasting 15-20 seconds, and com- 
ing every 4 minutes. Patient given 0.5 cc. 
thymophysin at 5:12 P. M. Pains at once 

an to come very strongly, lasting 50 
seconds, with intervals of 2 minutes between 
pains. Another 0.5 cc. thymophysin was 
given at 5:45 P. M., when the pains had be- 
gun to slow down, and the pains became 
stronger again. At 6:00 P. M. rectal ex- 
amination showed the cervix softer and thin- 
ner, 2-3 fingers dilated, the bag about one- 
half way out, hy - anterior lip somewhat 
edematous. was expelled at 6:50 
P. M. At 8:00 P. M. the cervix was almost 
fully dilated, the head high in the pelvis, 
cord felt below the head by the finger in the 
rectum, foetal heart good, membranes in- 
tact. The patient was anesthetized, and the 
findings were confirmed on vaginal examina- 
tion, the head being in ROP. A podalic 
version and breech extraction were per- 
formed, forceps being applied to the after- 
coming head. Delivery completed at 8:32 


P. M. 
Previous labors: 
a) lasted 16 hours, — in high T* 
b) Bag induction for toxemia, lasted 12 


hours 20 minutes, ending normally. 


35) Para IV, age 37, white, two and one-half months 
t; general physical condition good. 

Was hanging clothes in her back yard when 
she reached for a rope high above her head. 
The rope broke and she fell to the ground. 
A few hours later, at 4:00 P. M., her mem- 
branes ruptured. At 4:30 P. M. she began 
to have slight cramps. She soon began to 
flow profusely and passed some clots. On 
entry to the hospital at 6:30 P. M., her gen- 
eral condition appeared good; temperature 
normal, pulse 84, blood pressure 108/54. 
Rectal examination showed the cervix thick, 
barely admitting one finger; presenting part 
not felt; pains weak and 8 Given 
0.6 cc. thymophysin at 6:45 P 1. — 
e stronger and more 12. ting 

40-50 seconds, coming at 5 minute intervals. 


36) 


Flowing stopped after the administration of 
thymophysin. Another 0.5 cc. thymophysin 


. M. 


and portions of placenta at 10:00 P. M. 
few more shreds of placenta were removed 
with a placenta forceps, and curettage 
showed the uterus to be clean. No flowing 
from the time of delivery on. 

Previous labors: 


rs. 
b) normal at term—lasting 6 hours. 
c) normal at term—lasting 12 hours, 30 


Para IV, age 38, white, full term; general physi- 
cal condition fair. Patient has a moderate- 
ly severe secondary anemia. Membranes 
ruptured at 8:30 A. M., but no pains fol- 
lowed. Given two ounces of castor oil at 
11:15 A. M. Pains began about noon. Rec- 
tal at 12:40 P. M. showed the cervix mod- 
erately thick, one finger dilated, the head 
at the brim, pains weak, coming every 10 
minutes. Given 0.5 cc. thymophysin at 12:50 
P. M. Pains at once became stronger, last- 
ing 30-40 seconds, coming at 3-4 minute in- 
tervals. Pains slowed down to 5-6 minute 
intervals at the end of an hour. Given an- 
other 0.5 cc. thymophysin at 1:50 P. M., 
the pains returned to previous strength, 
coming at 2 minute intervals. Rectal ex- 
amination at 3:15 P. M. showed the cervix 
slightly thinner, 3 fingers dilated, the head 
in high mid-pelvis. The patient was given 
an ampoule of 2 cc. 50% magnesium sul- 
phate, as she was becoming tired. Pains 
continued strong and frequent. Patient de- 
livered normally of a male at 4:05 P. M. 

Previous labors: 


a) lasted 11 hours, ending in a high for- 
ceps. 
b) lasted 14 hours, ending in a high for- 


ceps. 
c) lasted 25 hours, ending normally. 
37)* Para IV, — 1 white, full term; general physi- 


Rectal examination at 7:45 A. M. showed 
the cervix thick, 1-2 fingers dilated, the 
head in high mid-pelvis, pains weak, com- 
ing every 5-6 minutes. Patient given 0.5 cc. 
thymophysin at 8:00 A. M. Pains immedi- 
ately became very strong, lasting 50-60 sec- 
onds, with an interval of one minute between 
pains. The head came down to the perineum 
in 25 minutes. Patient delivered normally 
of a female at 8:31 A. M. 
patient had come into the hospital 
five days previously having irregular 
pains. She had received two doses of 
thymophysin without any effect. 
had also received a dose of two ounces 
of castor oil, following which she had 
some more irregular pains. She was 
again given a dose of thymophysin with- 
out effect. The pain quieted down the 
next day, and she was sent home with a 
diagnosis of false labor. This case 
illustrates that thymophysin will not 
have any effect on patients not in labor, 
a fact already reported by in- 


Volume 
showed the cervix thick, 1-2 fingers dilated, ae increased in 
the head in high mid-pelvis, pains weak, last- nds, with 3 min- 
— 
showed the cervix to be somewhat thinner, ee 
about 2-3 fingers dilated, the head in the 
same position. Patient given another 0.5 
cc. thymophysin at 1:30 A. M. Pains in- 
er : ron ot b ae Head 
A. M. 
A. M. minutes. 
vestigators. 
Previous labors: 
a) normal, lasting 18 hours. 
c) normal, lasting 6 hours. 
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38) Para IV, age 21, white, full term; general physi- 
cal condition good. Patient had been hav- 
ing slight pains every one-half to one hour 

during the day. Rectal examination at 11:15 

A. M. — the cervix thick, one finger 


pelvis, pains weak, coming every 10-15 min- 
Patient given 0.5 cc. thymophysin at 
9:45 P. M. Pains did not begin until 10:00 
P. M., but then they came very hard, lasting 
50-60 seconds, with an interval of one min- 
ute between pains. Patient delivered nor- 
mally of a female at 10:24 P. M. 

Previous labors had all been much harder 

and longer. 


40)* Para V, age 36, white, full term; general physi- 
cal condition good. Patient began to have 
pains at 3:00 A. M. Rectal examination at 
4:00 A. M. showed the cervix thick, 2 fingers 
dilated, the head in high mid-pelvis, pains 
moderately strong, coming every 5 minutes. 
Rectal examination at 8:40 A. M. showed 
the cervix fully dilated, the head in mid- 


0.5 cc. thymophysin. The pains at once be- 
came very strong, lasting 50-60 seconds, with 
intervals of 1-2 minutes between pains. Pa- 
* r normally ot a female at 9:00 


A. M. 

Previous labor had lasted 8 hours and 
ended in a normal delivery. (From hos- 
pital record.) The first three labors, 
according to the patient, were all longer 
than 8 hours. 


41) 


every 10-15 minutes. Given 0.5 cc. 

mophysin at 4:45 P. M. Pains at once be- 

came very strong, lasting 50-60 seconds, with 

intervals of 1-2 minutes between pains and 

continued to be very powerful. Patient de- 

livered normally of a male at 5:28 P. M. 
Previous labors: 


e) lasted 18% hours, 7 months pregnancy, 
ended normally; baby had spina bifida, 
and was an anencephalus. 


42)* Para VI, age 27, white, full term; general physi- 
cal condition good. Pains began at 6:00 
A. M. Rectal examination at 11:20 A. M. 
showed the cervix thick, one finger dilated, 
the head in mid-pelvis, pains weak, coming 
every 5-10 minutes. Patient given 0.5 cc. 
thymophysin at 11:30 A. M. Pains at once 
became very strong, lasting 45-70 seconds, 
with an interval of one minute between 

. The head came down to the peri- 
neum at 11:45 A. M. Patient delivered nor- 
mally of a male at 11:50 A. M. 


43)* Para X, age 30, colored, full 
physical condition > 
3:00 A. M. Rectal examination at 4:15 
A. M. showed the cervix thick, 1-2 fingers 
dilated, the head at brim, pains weak, com- 
ing every 10-15 minutes. Patient given 0.5 
cc. thymophysin at 4:30 A. M. Pains at 
once became strong, lasting 30-40 seconds, 
with intervals of 0.5-1 minute between pains. 
Labor was very hard, the pains continuing 
to be very strong right up to the normal 
delivery of a male at 6:16 A. M. 
Previous labors had all been more than 
five hours. 


REFERENCES 
thymophysin for weak pains in first 
labor. Am. J. Obst. & Gynec., 19: $1 
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THE NUMBER OF PHYSICIANS CONSULTED BY 
TUBERCULOUS PATIENTS AND THE REASONS 
FOR CHANGING FROM ONE TO ANOTHER 


BY LINSLY R. WILLIAMS, M.D .,* AND ALICE M. HILL, A.B.* 


has been widely accepted as a fact that the 
tuberculous person flits from physician to 
physician, does not wish to know what ails him, 
and, as a rule, is inclined to be dissatisfied with 
any treatment given. But according to the his- 
tories of 1499 patients, obtained by the National 
Tuberculosis Association in connection with a 
study of what tuberculous patients experience 
prior to their admission to a sanatorium’, the 
New York Academy of Medicine and 


t of New and H Associa \ 
Hill—Statistical Field —— —— 


patient who so conduets himself is unusual. 

Possibly the patient who remains at home 
differs from his fellow who enters a sanatorium, 
but that the difference is considerable appears 
doubtful. The history of the sanatorium pa- 
tient indicates that in his moves with respect to 
the medical profession he ordinarily was ex- 
hibiting merely a quite legitimate interest in his 
own welfare. That this is so is attested both 
by a comparison of the number of physicians. 
consulted before the patient learned he had pul- 


;| monary tuberculosis with the number consulted 


between then and his entering the institution, 


N. 1 
— 
Para VI, age 33, white, full term; general physi- 
cal condition good. Pains began at 3:00 P. M. 
Rectal examination at 4:30 P. M. showed 
the cervix thick, 2 fingers dilated, the head 
in high mid-pelvis, membranes ruptured, 
pains weak, lasting 10-15 seconds, coming 
weak, coming every 10 minutes. The mem- 
branes ruptured during the rectal examina- 
tion. Given 0.5 cc. thymophysin at 11:40 
A. M. Pains became very strong, lasting 30- 
40 seconds, with interval of 2 minutes be- 
tween pains. Patient delivered normally of 
a male at 12:30 P. M. 
Previous labors: a) lasted 24 hours, ending normally. 
a) lasted 11 hours, ending in high forceps. b) lasted 14 hours, ending normally. 
b) lasted 4% hours, ending normally. c) lasted 14 hours, ending normally. 
c) lasted 10 hours, ending normally. d) lasted 5 hours, ending normally. 
39)* Para IV, age 25, white, full term; general physi- 
cal condition good. Pains began coming 
irregularly at 3:30 P. M. Rectal examina- 
tion at 9:40 P. M. showed the cervix thick, 
two fingers dilated, the head in high mid- 
Previous labors had all been rather long, 
pelvis, but the pains had become very weak, 
irregular, and longer apart. The patient 
was making no progress. She was given 
— 
ͤ 
tion, New York 1 
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and by the reasons for the patient’s leaving one 
physician and going to another. ; 

Approximately 47 per cent. of the patients 
reporting on this question (702 of 1480) had 
consulted only one physician before finding out 
that they were tuberculous. And after learning 
that they had tuberculosis, 63 per cent. (932 of 
the 1486 for whom this information was re- 
ported) accepted this diagnosis and consulted 
no other physician. That the search for the 
truth about the ailment is much more active 
before the first diagnosis of tuberculosis is ob- 
— afterwards is clearly shown in 
Table 1. 


TABLE 1 


Tue NUMBER OF PHYSICIANS CONSULTED BEFORE AND 
LEARNED THE DIAGNOSIS OF 


Number of physicians Before After 
consulted diagnosis diagnosis 

Total 1499 1499 
None —— 932 
One 400 
Two 472 113 
Three 210 24 
Four 62 10 
Five 22 4 
Six or more. ãũ ä 12 3 
Unknown (including patient 

says told was tu - 


More men than women consulted several physi- 


fact that the nature of the occupations of cer - 
tain men caused them to change location fre- 
quently. The number of changes averaged 0.86 
for each man and 0.67 for each woman before 
the patient ascertained the diagnosis of pul- 
monary tuberculosis and 0.57 and 0.48, respec- 
tively, afterwards. 

Eleven hundred and fifty-six known changes 
of physician were made by 761 patients before 
the latter learned they had tuberculosis; and 
789 changes were made by 560 patients after 
they were told the diagnosis but before they en- 
tered the sanatorium. (See Table 2.“) Of even 
more interest than the number of changes be- 
fore and after the patient found out that he 
had tuberculosis are the reasons for these 
changes. 


A change of location was responsible for 13.5 
per cent. of the changes before and for 13.2 per 
cent. of the changes after the patient found that 
he was tuberculous. This embraces not only 
eases in which either the patient or the physi- 
cian definitely moved the place of abode but cer- 
tain others in which the physician was on vaca- 
tion or in which the new physician lived so 
much nearer that by going to him the patient 
was saved a tiresome journey. 

The attending physician was directly respon- 


figures presented in Table 2 as to number of patients 
ing changes differ slightly from those presented in Table 1 
due to the fact that in a few instances it was known that cer- 


cians. This was probably due in part to the 


n; so beca few 
a second physician was called into the case without there being 
any change from the first consultant. 


TABLE 2 


Tue REASONS FOR THE CHANGES MADE BY 


PATIENTS BEFORE AND AFTER RECEIVING 


A DIAGNOosIs OF PULMONARY TUBERCULOSIS, BY SEX 


Reason for change 


Changes before 
diagnosis 


Total Males Fe- 
males 


males 
Total 1156 659 497 789 435 354 
Change of location by patient or physician; con- 
venience 156 96 60 104 57 47 
Physician not available for other reasons 11 6 5 5 —— 5 
To make application for admission to sanatorium.— 2 2 — 31 11 20 
To consult specialist om — — 17 10 7 
Physician advised 222 139 83 217 127 90 
Physician or hospital dismissed case 13 6 7 1 1 * 
Change of symptoms seemed to call for new physi- 
cian 11 7 4 1 —— 1 
To establish diagnosi 205 97 108 163 87 76 
For more satisfactory treat t 189 117 72 62 28 34 
To establish diagnosis and obtain more satisfactory 
treatment 70 29 41 5 2 3 
Dissatisfied with physician for other specified rea- 
sons 10 4 6 9 5 4 
Dissatisfied with physician, reason not speeifled 75 40 35 31 17 14 
Patient wished to consult personal physician 16 8 8 16 8 8 
Advice of relative, friend, or int 48 28 20 36 22 14 
Advice of employ 39 22 17 12 10 2 
Advice of nurse 4 4 — 5 4 1 
Patient's lack of funds. 7 6 1 12 10 2 
Physician available or requir d 9 9 — 4 4 -- 
Emergency or chance 5 3 2 5 2 3 
Long interval 28 16 12 13 7 6 
Physician would not take pay — — — 1 — 1 
Unknown or not stated 36 20 16 39 23 16 


PULMONARY TUBERCULOSIS 
tain changes ware made though the actual number of physicians 
J. 
diagnosis 

— Total Males Fe. 

‘ 
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sible for 222, or 19.2 per cent., of the changes 
made before the diagnosis and for 217, or 27.5 
per cent., of those made after the diagnosis, by 
advising the patient to consult another physi- 
cian. In the 222 instances the physician was 
activated almost exclusively by the feeling that 
another than himself could make a more authori- 
tative diagnosis; in the 217, by the thought 
that a tuberculosis specialist was better fitted 
to advise the treatment necessary for the pa- 
tient’s recovery. 

Closely allied to the due to direct 
reference are those to a clinic through which 
one sanatorium required applications to be filed, 
changes made by two patients before they ob- 
tained a diagnosis of tuberculosis and by thirty- 
one afterwards in order that they might enter 
the sanatorium. 

Seven changes before and twelve after the 

i is was made were stated to be due to 
the patient’s lack of funds. One of these 
changes prior to the diagnosis was due to the 
patient’s wish to obtain an x-ray free of charge, 
two of these subsequent to the diagnosis because 
the patient could not afford to follow the physi- 
cian’s advice. These figures are small, but they 
merit consideration when taken in connection 
with the answers to two other questions which 
appeared on the history form. One of these 
asked if a lack of funds had caused the patient 
to delay consulting the first physician ; the other, 
if a lack of funds had caused the patient to con- 
sult any physician less frequently than advis- 
able. A definite ‘‘yes’’ was recorded in answer 
to the first question for 76 patients in 13 sana- 
toria, private as well as public, and a doubtful 
ves for seven more. Thus about five per 
cent. of these 1499 patients postponed their 
first request for medical attention on account 
of their financial condition. To a somewhat 
greater extent were too infrequent consultations 
with a physician chargeable to a lack of funds, 
the answer to the second question being af- 
firmative in 102 cases and doubtful in five others, 
or 7.1 per cent. of the whole group. A dispro- 
portionately large number of these patients who 
reported financial embarrassment were in the 
far advanced stage of tuberculosis when ad- 
mitted to a sanatorium. 

Considerably more changes were made for the 
purpose of establishing the diagnosis before the 
patient learned he was tuberculous than after- 
wards. And the reasons grouped under this 
one head, as expressed by the patients, indicated 
that different attitudes motivated them in the 
—— preceding and subsequent to diagnosis. 

atients reported that before being told their 
ailment was tuberculosis, they changed physi- 
cians because displeased at receiving no diag- 
nosis at all, or on being told that nothing was 
the matter, or because of dissatisfaction with the 
diagnosis received. One patient did not believe 
she had cancer; another whose mother and sis- 


ter had died of tuberculosis doubted that the 


tis and influenza ; others who suspected 
tuberculous were unwilling to rest upon a diag- 


occasionally 


correct diagnosis in her case was pl , neuri- 
ey were 


nosis of low blood pressure or a heart affection. 
After being apprised that they were suffering 
from pulmonary tuberculosis, patients turned to 
another physician, frequently to one better 
trained, for the purpose of checking or verify- 
ing the diagnosis, to have an x-ray picture made, 
i because the physician changed his 
diagnosis. And it is not surprising that a pa- 
tient who has sought from a second physician 
confirmation of the first’s diagnosis of tuberculo- 
sis should go on to a third when the second 
tells him he is only run down, not tuberculous, 
to a fourth when the third tells him he has 
merely a cold, and even to a fifth when the 
fourth tells him he is tuberculous. 


Because the patient considered the treatment 


unsatisfactory, 189 changes were made previous 


to his learning that he had pulmonary tuber- 


culosis, 62 subsequently. The dissatisfaction be- 


fore the diagnosis arose from failure to improve 
under the physician’s care; afterwards, it was 
an unwillingness to take the physician’s advice 


or medicine. 


In 70 instances before diagnosis, but in only 
five afterwards, the patient turned to another 
physician because, he said, of dissatisfaction with 
both diagnosis and treatment. A few of these 
patients and certain others expressed displeasure 
with the superficial character of the examination 
given them and the lack of attention. One 
thought the physician was not interested because 
he evaded questions. Another, though a diag- 
nosis of tuberculosis was given him, considered 
the examination insufficiently thorough and be- 
lieved the physician was exploiting him. Closely 
related to these were the 75 changes made be- 
fore the patient was told that he was tuberculous 
and the 31 afterwards for such indefinitely ex- 
pressed causes as that the patient had no con- 
fidence in the physician, that he wanted more 
information, or that he wanted the advice of 
another. 

Motives associated with diagnosis or treat- 
ment, or dissatisfaction with the physician for 
other reasons, were responsible for more than 
twice as many moves previous to the diagnosis 
as subsequently, the numbers being respectively 
549 and 270. Another 91 changes before the 
patient learned he was tuberculous and 53 after- 
wards were probably due to such causes, though 
recorded as resulting from the advice of a rela- 
tive, friend, acquaintance, employer, or nurse. 
That such reasons motivated patients before they 
ascertained they were tuberculous in so many 
more instances than afterwards arouses the 
strong suspicion that much of the censure for 
the patient’s failure to remain with one physi- 
cian has been improperly directed. The data 
indicate that patients are much less disturbed 
when they learn they have tuberculosis than 
they are when in doubt, and that without a 
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definite diagnosis of which they are convinced, 
they will seek another physician in whose ex- 
diagnosis, 


amination, and treatment they have 
confidence. 
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HYDROCHLORIC ACID AND DIARRHOEA* 
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is to think that an absence of 

hydrochloric acid in the gastric juice is a cause 
of diarrhoea, and to administer hydrochloric 
acid to those patients with diarrhoea in which 
achlorhydria exists. Yet frequently the two 
conditions occur separately and the question 
arises as to how far it is justifiable to relate 
them. With this in mind, I have looked over 
the medical cases at the Peter Bent Brigham 
Hospital in which a diagnosis of achlorhydria or 
achylia gastrica was re 

It is seen from the table that 47 cases were 
collected. This represents only those cases in 
which free hydrochloric acid was not found on 
one or more examinations, and in which no dis- 
ease was discovered to explain its absence. It did 
not seem wise to include cases in which perni- 
cious anaemia was suspected, as the symptoms 
might be a result of that disease and I was in- 
terested in the possible relationship of acid to 
diarrhoea. Cases of sprue and carcinoma of the 
stomach were excluded for the same reason. The 
small number of cases is partly due to the fact 
that some were undoubtedly not diagnosed as 
such at the time of discharge. Any error that 
might creep in for this reason will be in favor of 
a relationship of achlorhydria to diarrhoea, as a 
lack of acid would be more likely to be noted 
in eases with diarrhoea than in those without it. 
Whenever the past history suggested that the 
bowels tended to be loose, the case has been in- 
cluded as one of diarrhoea, even though it was 
not always clear that the patient had actually 
any more tendency to diarrhoea than many sup- 
posedly normal persons might have. The fig- 
ures represent, therefore, the greatest possible 
relationship between an achlorhydria and diar- 
rhoea in this group 

It should be pointed out that the diagnosis of 
achylia gastrica is not strictly justified in many 
of the cases. The highest total acidity obtained 
in each case has been recorded. A glance at the 
table shows that the total acidity in many is too 
high for a true achylia gastrica in the absence 
of a considerable degree of retention, and there 
was no stasis demonstrated in any of these cases. 
However, it was thought best to retain these in 
the series for reasons to be considered later. 


From the Medical Clinic of the Peter Bent Brigham Hospital. 


?tEmery—Associate in Medicine, Peter 
= a and address of author see “This Week's Issue 
page 


Of the 47 cases in the series, 12 (nos. 1, 2, 5, 
8, 12, 13, 18, 20, 26, 27, 34, 39) are reported to 
have had diarrhoea, or 25. 5% of the total. This 
is a little higher than Sailer’s observation that 
diarrhoea occurs in less than one-fourth of the 
eases of achylia gastrieal. On the other hand, 
we find that there were only 6 patients (nos. 7, 
18, 20, 26, 27, 34) who entered the hospital be- 
cause of diarrhoea. This amounts to only 12.7% 
of the total number of cases in the series. In the 
other 12.8% it was not possible to estimate from 
the records the importance of the diarrhoea from 
the patient’s point of view, but one would get 
the impression that it played a minor réle in 
most of the histories. 

The obvious objection to these figures can be 
made that many of the cases were not proven 
to be true achylia gastrica. No entirely satisfac- 
tory check can be made on cases of this kind 
where the analyses have been done by different 
men, where there is no means of checking the 
technique used in passing the tube, or on the 
end point used in titration, and so on. Where a 
true achylia gastrica exists, one does not expect 
to find more than fifteen points of total acidity, 
allowing for possible over-running of the end 
point. Taking only the cases which had a total 
acidity of seventeen or under, there are 23 (nos. 
2, 4, 5, 8, 9, 14, 16, 17, 19, 21, 22, 24, 27, 28, 29, 
31, 32, 34, 35, 37, 39, 44, 45). Of this number, 
there were five cases (nos. 2, 5, 27, 34, 39) which 
had had diarrhoea at some time. Five out of 23 
give a percentage of 25.5% previously found. 
Now, if one considers only those cases with diar- 
rhoea as a complaint, there were only 2 in which 
the total acidity was 15 or less. This gives a 
much lower percentage, or approximately 8.7. 

Such results suggest that there has been too 
great a tendency to stress the importance of the 
absence of acid as a cause of diarrhoea. Even if 
the larger (25.5%) of the two figures be taken, 
it means that only one out of four cases without 
acid has a diarrhoea. These results suggest that 
an absence of hydrochloric acid is not, in itself, 
a cause of diarrhoea. It is true that the inci- 


dence of diarrhoea in this series is higher than 
one would expect to find in a group of patients 
with some other condition, such as heart disease. 
On the other hand, it is not safe to draw deduc- 
tions from this finding, for the fact that the 
Igastro-intestinal tract is abnormal, as shown by 


In for phys. check-up 


General weakness 
pulmonary tuberculo- 


sis 
Stomach trouble Neurosis achylia gas- 


trica 
Pain in the stomach Cirrhosis liver 
Alcoholism 
Stomach trouble Chronic myocarditis 
Arteriosc 
Indigestion and diar- Chr. myoc. 
rhoea Diarrhoea 


— 
— 


2 


Intestinal and bladder Gastroptosis 
rouble 

Achylia Gastrica 
Chr. appen. 

Achylia gastrica 

Chr. constip. 
Achlorhydria 

Achylia gastrica 

Herpes zoster 


Achylia gastrica, 
no disease 


9 99 98 992 


8 


8 


Achylia gastrica 
Chronic myocarditis 
Cholelithiasis, jaundice 
Psychoneurosis 

Sec. anemia 


E Or SO PR AN 
2 


Be 
Fan 


Gen. abdominal pain and 
loose bowel movement 


$3 2 


Cholelithiasis 
Chronic constipation 
Arthritis 


Const. intestinal indi- 
gestion 

Achylia gastrica 

Cholelithiasis 

Arthritis 


Cardiac neurosis 


Cholelithiasis 
Psychoneurosis 
Hypertension 
Pain in the epig. Neurasthenia 
Vomiting and exhaust. Psychoneurosis 
Difficulty in walking Arteriosclerosis 
Bilious attacks and diz- Arteriosclerosis 
ziness Arthritis 
Gas Pyorrhoea 
26965 Gas in the stomach Arteriosclerosis 
26979 NSA R. Pain in the stomach Cholelithiasis 
Under the headed “Bowels”, R. means regular, D.—diarrhoea, C.—constipation. 


AF EE 


19115 
19724 
21840 
24114 
25704 
25725 
26059 


838 3 2 SR 


2 


26517 


83328 22322383 83 22 * 32 222 2 2332 822 ss 38 23 382 2 382 38 


388 888 
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Case Med. Initials Age T. A. Bowels Complaint Diagnosis 
No. No. 
1. 6026 L. M. B. 31 20 Tenden- Rheumatism Gastric anacidity 
cy to D. Mucous colitis 
2. 6250 J. B. T. 50 14 Oce. D. PO Gastroptosis 
Chr. arthritis 
„ 697 SRB C. 
5. 6502 T. J. J. 42 10 D. 1 mo. 
6. 6532 M. W. 40 R. 
7. 6542 B. A. T. 22 D. alt. with 
const. 
> for 1 mo. 
8. 6590 M. E. 
9. 6754 E. M. 
10. 6888 J. K. ö 
11. 9123 D. 8. 
12. 9193 K. M. in- 
als 
13. 10429 
14. 11212 Noises in head and U 
weakness 
Pain in the chest No disease 
Pain in abdomen Visceroptosis, gastric 
neurosis 
Gas and shortness of Arteriosclerosis 
breath 
Diarrhoea and weak- Achylia gastrica 
ness Parotitis 
Stomach trouble Gastric neurosis 
Diarrhoea 
21. 13538 Jaundice 
13985 Weakness, gas on stom. 
14046 Anemia and gen. weak- 
ness Menorrhagia 
14510 Pain in the stomach Achylia gastrica 
14758 Gas on the stomach Gastric neurosis 
14942 Loose bowel movements Achylia gastrica 
— 
15554 Neurosis Psychoneurosis Meno- 
pause 
15604 Weakness Sec. anemia 
15992 Weakness Achylia gastrica 
31. 17010 Pressure in epigastrium a 
Nausea and bitter taste 
Gas in bowels 
Diarrhoea 
Pain in rt. side 
General pain 
Secondary anemia 
Weakness and shortness 
of breath 
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the diarrhoea, may explain the achlorhydria 
rather than be the ck of it. 

Moreover, the knowledge we have about 
achylia gastrica does not support the view that 
it leads to diarrhoea. Schmidt and Strassbur- 
ger? showed, many years ago, that the only evi- 
dence of a failure of gastric digestion is an in- 
ability to digest raw connective tissue, 
cooked connective tissue is digested adequately, 
as shown by a study of the stools. It may be pos- 
sible that the absence of the antibactericidal ac- 
tion of hydrochloric allows the development of 
a new flora which causes diarrhoea. That a dif- 
ferent flora is present in the absence of hydro- 
chlorie acid has been shown’, but that a harm- 


ful or disturbing flora can develop is yet to be|d 


proved. On the other hand, the development of 
a harmful flora is a question of chance and may 
explain why a diarrhoea develops in only a small 
percentage of cases. 

It is now recognized that an achylia gastrica 
may be present years before evidences of per- 
nicious anaemia become manifest. Although in- 
testinal disturbances are common in pernicious 
anaemia, they are a very variable symptom. In- 
testinal distu vary in these patients just 
as the degree of nervous symptoms may vary. 
Not infrequently one sees patients with a quite 
marked blood picture who have had no diar- 
rhoea, yet it is safe to assume that these persons 
have had a true achylia for many years. From 
the above facts it seems fair to deduce that an 
absence of hydrochloric acid should not, and ap- 
parently does not, necessarily produce a diar- 


rhoea. 
Another means of a | ee the problem is 
to study the result of prescribing hydrochloric 
acid. Many physicians feel that they obtain 
satisfactory results by this means. I have occa- 
sionally seen a patient who seemed to have defi- 
nitely improved on taking hydrochloric acid. In 
general, however, the results of this treatment 
have been disappointing in my experience, and 
I have not talked with anyone who has had uni- 
formly successful results from acid therapy. The 
fact that for every patient who is helped, there 
are others who are not, takes it out of the cate- 
gory of a specific therapeutic agent. This sug- 
—4 that the hydrochloric acid is inconsequen- 
tial and that there is some other factor of which 
we are ignorant, but which, in conjunction with 
hydrochloric acid, may play a role in the ques- 
tion of the presence or absence of diarrhoea. 


gests that absence of hydrochloric acid is not a 
cause of diarrhoea. It seems more logical to 
suppose that, if there is no free hydrochloric 
acid in the gastric contents in patients with 
diarrhoea, one of the following situations may 
be present. The irritation of the lower intes- 
tines resulting in a diarrhoea inhibits the secre- 
tion of hydrochloric acid. It is a common elini- 
cal observation that irritation low in the tract 
will produce nausea. en nausea occurs, a 
gastric secretion is known to be inhibited. In 
the cases of pernicious anaemia, sprue, ete., it 
seems much more likely that changes take place 
in the gastro-intestinal tract which result in an 
achylia gastrica and diarrhoea than that the 
iarrhoea is the result of the achylia gastrica. 
Little is known about the secretions formed by 
the intestinal tract except that they produce 
enzymes which influence digestion. Investiga- 
tors have carefully studied the bile and pan- 
ereatie juices and recognize that the intestinal 
juices are important adjuncts in digestion, but 
little is known of the value of the biliary and 
pancreatic secretions in the presence of an un- 
healthy mucous membrane. An absence of 
hydrochloric acid has been considered evidence 
of disturbed gastric mucosa. This disturbance 
may conceivably extend to the intestinal mu- 
cosa. In the same way, many cases of intract- 
able diarrhoea may be due to temporary or per- 
manent changes in the gastro-intestinal 
resulting in both a loss of hydrochloric acid 

a diarrhoea. There is little to warrant the be- 
lief that the absence of hydrochloric acid is a 
cause of diarrhoea. 


SUMMARY AND CONCLUSIONS 

From the medical records of the Peter Bent 
Brigham Hospital forty-seven cases have been 
collected which failed to show free hydrochloric 
acid on one or more gastric analyses. Ruling out 
those cases in which a true achylia gastrica prob- 
ably did not exist, the incidence of diarrhoea in 
this series is too small to justify the idea that 
an absence of hydrochloric acid is a cause of 
diarrhoea. This is in accord with our knowledge 
of intestinal disturbance in pernicious anaemia 
and with a study of the stools. It seems more 
probable that the achlorhydria and diarrhoea 
are both symptoms of the same condition. 
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THE OPERATIVE TREATMENT OF TUBERCULOUS 
ARTHRITIS 


BY CHARLES F. 


introduce, in these days, a warning on the 

side of conservatism in respect to the oper- 

ative treatment of osseous and joint tubercu- 

losis is, I am well aware, to bring down upon 

*Painter—For record and address of author see “This Week's 
Issue“, page 795. 


PAINTER, M.D.* 

one’s head a storm of criticism or a cynical con- 
tempt which is too complacent to be expressed 
except by indifference. Under the guise of di- 
agnostic uncertainty, without biopsy many a 
joint is now treated by open operative methods 
which would have, on the law of chances, made 
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a spontaneous recovery. Many and many a case 
of pulmonary tuberculosis goes through its 
course to permanent healing without a diagnosis 
ever having been made, and presumably many 
more, due to the earlier recognition of symp- 
toms through the active campaigns of publie ed- 
ucation in respect to this disease, are cured in a 
short time by following a proper hygienic 
régime. Those who have been connected with 
large orthopaedic clinics have all had the ex- 
perience of seeing the Chiefs of Clinie make di- 
agnoses of tuberculous joint lesions, order appa- 
ratus and find that before the braces were even 
finished, sometimes, the joint had passed on to 
recovery. 

Diagnostic skill is no keener in these days and 
probably just as many cases of the sort described 
above are presenting themselves now as ever. 
If, instead of having a brace ordered, these 
tients are to be hurried to the operating table 
to be arthrodesed, it is quite likely that more 
than a few joints are destined to be spoiled by 
this method,—more, even, than in the days when 
mechanical therapy was the method of choice. 
At that time the patient had a chance not pos- 
sessed in this hustling era and a visit to some of 
the larger elinies in our cities will astound one 
at the numbers of early operations that are now 
being done on tuberculous joints in children, nay 
even on some in the infant class. One of the 
great arguments put forth in justification is that 
something must be done to prevent the hospital- 
ization of so many tuberculous joint lesions over 
such long periods of time and at such heavy ex- 
pense to municipalities. Even the fact that the 
diagnosis is settled by biopsy is not a justifica- 
tion, for if the nature of the trouble is so ques- 
tionable as to demand that method of study, it 
is probable that the early introduction of the 
right sort of conservative management would re- 
sult in an early and safely rapid cure. It may 
well be that what is applicable and possibly de- 
fensible in the slums of a large metropolitan cen- 
ter is not necessary or proper in a better en- 
vironment. The danger lies in the extension of 
these methods to classes of patients who do not 
need them and entrusting them to hands not 


qualified to employ them. For the vast majority 
of tuberculous joints in the young, the old and 
well established principles of treatment are just 
as sound today as they ever were and when op- 
eration is to be resorted to, it must be because 
conservatism has failed and the case has gotten 
out of hand pathologically for, in childhood at 
least, there is no justification for basing treat- 
ment upon any other grounds. 

As in pulmonary tuberculosis, so here, early 
diagnosis is the most important factor in de- 
termining the nature of the treatment to be ad- 
vocated. Encapsulation and, if possible, anni- 
hilation of the bacilli are the primary consider- 
ations in treatment, and all the surgeon can do is 
to favor these ends. Next comes preservation of 
as much serviceable motion as is possible, and 
lastly, avoidance of crippling deformity. At 


pa-|some joints a certain amount of deformity is 


essential if ankylosis is to oceur. Before growth 
has ceased, it should be the surgeon’s effort to 
procure a result along those lines. In adult life 
conditions have changed and for most cases an 
ankylosed joint ensures the best results. Time, 
in this period of life, has acquired an importance 
which it did not possess in childhood and youth. 
The goal to strive for in adult life is ankylosis 
for there is very little likelihood of procuring 
or preserving motion in a tuberculous joint in 
any locality except possibly the spine. There- 
fore in adults operative procedures having for 
their object extirpation of disease and fusion of 
the affected joint are the methods of choice. In 
the elbow, where it is possible completely to re- 
move the disease without destroying the mech- 
anism controlling movements of the forearm, a 
pathological cure is possible with preservation of 
controlled motion. At times this is feasible at 
the hip and the shoulder, but to a far less sat- 
isfactory degree ; at the ankle and knee it is prac- 
tically never possible; and at the carpus and 
tarsus especially favorable conditions must ob- 
tain which may make partial resection advisable, 
but if any considerable part of either tarsus or 
carpus has become involved, an amputation is 
generally the better procedure. 


DR. DUGDALE HAS BROUGHT SUIT AGAINST 
THE LOWELL SUN 


Dr. Frederick Dugdale, who formerly practiced in 
Boston, lost his registration in 1929 after a hearing 
before the Massachusetts Board of Registration in 
Medicine. He appealed to the Supreme Court for 
review of the action of the Board of Registration, 
but the Court did not give him relief. 

The Boston Herald in its issue of October 9, 1930, 
stated in substance that the action of the Board was 
taken on “charges growing out of the death of Mrs. 
Mary Caton” of New Bedford following the use of the 
Koch treatment. 


This treatment has been advocated and used by Dr. 
Koch of Detroit but has not met the approval of the 
American Medical Association. 

According to reports from Lowell, Dr. Dugdale is 
suing the Lowell Sun. Such action is usually based 
on alleged libelous statements. Since the matter is 
before the court any expression of opinion is not in 
order. 

In his testimony before the court Dr. Dugdale is 
reported to have affirmed his belief in the efficacy 
of the Koch treatment. 

There are several specialists in cancer in attend- 
ance at the Court who may be called upon to testify 
for the defense. 
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CASE 16421 


SERUM TREATMENT IN TYPE II 
PNEUMONIA 


Mepicat DEPARTMENT 
PRESENTATION OF CASE 


Dr. CHARLES L. SHort*: This patient was a 
thirty-four year old Irish longshoreman. He 
was brought into the Emergency Ward on 
July 12. 

The past history is essentially negative. He 
was a veteran of the British army, fought in 
the World War and received a wound in the 
left chest. This involved the lung, but healed 
up completely. He denied the use of alcohol. 

The present illness started two weeks before 
admission. It consisted in a slightly productive 
cough, worse in the mornings. The sputum con- 
tained no blood. There was no pain. The pa- 
tient continued working and thought nothing 
of it. Four days before admission he began 
to have pain in the left axilla and epigastrium, 
definitely brought on by coughing or deep respi- 
ration. He noticed no fever or sweating, had no 
chill, but had some loss of appetite. He re- 
mained at his work. His cough continued as be- 
fore. The morning of admission he went to 
work at seven o’clock. He felt dizzy on the 
way and had visual disturbances so that he 
had to sit down several times. The pain in 
his chest and epigastrium became worse. He 
vomited a small amount. When he arrived at 
work he felt so weak that he had to lie down 
on the ground. He was found an hour later and 
brought to the Emergency Ward. He had no 
other symptoms in the present illness except fre- 
quency and dysuria for three days. 

Physical examination showed a well developed 
and nourished man with rapid shallow respira- 
tion, complaining of pain in the left chest and 
epigastrium. He was lying flat and occasionally 
coughing and raising tenacious frankly bloody 
sputum. Temperature 102.4° by rectum, pulse 
100, respirations 40. There was slight tender- 
ness and spasm in the left upper quadrant. The 
lungs showed dullness to flatness at the left base 
from the midscapular region down, with frank 
bronchial breathing and markedly increased 
whispered and spoken voice of nasal quality. 
Tactile fremitus was present, not increased. On 
cough there were showers of consonating rales. 


There was tenderness to percussion in the left 
lower axillary region, with diminished bronchial 
breathing and spoken voice, nasal in quality, but 
no friction rub. The leukocyte count was 13,000. 
There was a slight trace of albumin in the urine, 
with 10 to 15 leukocytes. 


The patient was admitted to the ward with a 
diagnosis of lobar pneumonia. At that time 
he did not seem very toxic. An x-ray taken on 
the way to the ward showed an area of mottled 
dullness extending down from the left hilus 
along the heart border. He was put on a régime 
of nourishing fluids with a chest swathe and 
pyramidon and codein as necessary. The fol- 
lowing morning the temperature had fallen 
sharply to 97° by rectum, the pulse to 80, the 
respirations to 24. He seemed better on the 
whole, with less pain, though he felt weak and 
the blood pressure was low. He had slight dis- 
tention, relieved by an enema. The physical 
examination was unchanged. The leukocyte 
count was 16,000, with 89 per cent polynuclears. 
The sputum was loaded with Gram-positive en- 
capsulated cocci in pairs and chains. A mouse 
test showed the organism to be type II pneu- 
mococeus. A blood culture that day was re- 
ported to be positive for type II pneumococcus. 
The following day, the sixth day of the dis- 
ease, the temperature and respirations were still 
down. The pulse had risen to 100. The patient 
felt better. There were more rales at the left 
base and a definite pleural friction in the axilla. 
The leukocyte count was 15,000. The sputum 
that day was reported to be type I pneumococ- 
cus. That evening he had a sharp rise of tem- 
perature to 101.5° with no increase in pulse or 
respirations. The next day, however, the tem- 
perature dropped to 99° and he seemed better. 
He was quite clear and coéperative, although 
the day before he had been slightly irrational. 
There were fine rales with a rub present over the 
right middle lobe. The leukocyte count was 
18,000. A blood culture was again positive for 
pneumococci, but it was not typed. The tem- 
perature remained normal the following day. 
The patient felt somewhat weaker, but not def- 
initely worse. There was no pain or cyanosis. 
The signs were the same over the right middle 
lobe. The leukocyte count was 18,000. The 
sputum again showed pneumococcus type IT. An 
x-ray that day showed the lower two-thirds of 
the left lung field dull and a grape-fruit sized 
area of dullness in the right lung field. That 
evening there was definite cyanosis present for 
the first time. The respirations were 30, the 
pulse 112, the temperature 99.6°. There was 
a patch of consolidation present below the angle 
of the right scapula. He seemed seriously ill 
and was kept under oxygen. During the night 
his respirations came down to 25 and the pulse 
to 110. His color had improved, apparently be- 
cause of the oxygen. When taken out of the tent 
for a brief period the next morning, he became 


*Resident on the West Medical Service. 


cyanotic and was put back until his death. 
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The ninth day of the disease the physical 
signs showed definite involvement of the right 
middle and lower lobes and the left lower and 
part of the left upper lobes. The patient be- 
came unresponsive and refused fluids. The 
leukocyte count rose to 28,000. He failed grad- 
ually throughout the day and by evening was 
in extremis. His temperature rose to 106°, his 
1 the respirations to 50 just before 


CLINICAL DIAGNOSIS 
Lobar pneumonia, type II, bilateral. 
ANATOMIC DIAGNOSIS 
Lobar pneumonia. 
Patuo.oaic Discussion 


Dr. Tracy B. Matiory: This case of course 
offers no question as to diagnosis. The autopsy 
findings were exactly what one would expect. 
There was a very extensive lobar pneumonia 
with old gray hepatization in the left lower lobe, 
a patch of gray hepatization in the region of the 
right middle lobe, then fresh red areas in the 
right lower and the lower halves of both upper 
lobes. The only parts of his lungs that were 
free from pneumonia were very small portions 
of the two apices. In these cases it often seems 
quite extraordinary that they can last long 
enough for such an extensive amount of lung 
to become involved. 

The only interesting thing from the purely 
pathologie side is that there is a great deal of 
recent argument as to whether the lung in lobar 
pneumonia is larger or smaller than normal. 
Part of this disagreement is just a question of 
difference of terminology. The pneumonic lobe 
is always larger than a fully collapsed lobe, and 
it is certainly occasionally larger than the nor- 
mally’ expanded one. Between those two limi- 
tations there is possible marked variation. In 
this case the left lower lobe is much enlarged, 
quite as large as a fully expanded normal lobe. 
I believe the usual finding is that the affected 
lung is smaller than a fully expanded normal 
lung and again distinctly larger than a com- 
pletely collapsed lung. It is impossible to draw 
a hard and fast line. 

Dr. FrepertcK T. Lorp: We shall have to 
abandon our former belief that in the stage of 
red hepatization the involved part of the lung 
is larger than normal. 

I may say with respect to that that a fair 
proportion of involved areas in connection with 
lobar pneumonia show a varying and usually 
slight diminution in size by x-ray examination, 
as indicated by displacement of the heart and 
mediastinum toward the affected region, eleva- 
tion of the corresponding leaflet of the dia- 
phragm, narrowing of the intercostal spaces and 
increased downward inclination of the ribs on 
the involved side. The cause of the diminution 


in size is uncertain. It may be due to plugging 
of the bronchus leading to the collapsed area 
in the early stages of the disease. During the 
course, however, the physical signs with lobar 
pneumonia usually indicate, as in this case with 
bronchial breathing, increased voice and whis- 
per, egophony and the presence of tactile fremi- 
tus, that the bronchus is open. We have come 
to place much reliance on such signs as an as- 
surance that the bronchus is patent. 

Dr. MalLonv: I think that is evident also 
histologically. In the more recently involved 
portions the involved alveoli are filled with ex- 
udate, their neighbors still distended with air. 
That does not indicate that the process started 
with collapse. 

How do you feel about the question of serum 
treatment in this case? 

Dr. Lorp: The problem presented by this pa- 
tient seems somewhat complicated. He entered 
the hospital four days after an onset with pain 
in the side, but the evolution and grouping of 
the initial symptoms was atypical for a pneu- 
monia due to type I or type II. An explosive 
onset with such other symptoms with the pain 
and cough as chill, rapid elevation of tempera- 
ture and rusty sputum is ordinarily to be ex- 
pected in these two types of pneumococcus in- 
fection. Unfortunately, however, not all pa- 
tients with these types have typical onsets and 
a deduction regarding the type of infection from 
the initial manifestations is subject to consid- 
erable chance of error in any individual case. 

Serum therapy is of value in both types I 
and II infection. It is much more effective with- 
in the first three days of the illness than later 
in the course and it thus seems desirable to save 
time and give serum in hospital cases before 
the type is determined when there is good rea- 
son to suspect that we may be dealing with type 
I or type II infections. In making a decision 
whether or not to give serum before the de- 
termination of type the typical or atypical char- 
acter of the onset alone should have relatively 
little weight. The circumstances under which 
the disturbance arises are of greater importance. 
Postoperative pneumonia, pneumonia arising as 
a complication in the course of circulatory dis- 
turbances and pneumonia in elderly persons is 
usually atypical in onset and seldom due to type 
I or type II pneumococeus and it seems best 
to exclude such cases from the routine use of 
serum before the determination of type. 

Dr. MalLonv: Goodner’s* experiments on 
rabbits are a perfect experimental demonstra- 
tion of what Dr. Lord has just said about se- 
rum treatment late in the disease. Goodner 
produced in the skin of rabbits with type I pneu- 
mococecus an intracutaneous infection which ran 
a limited course, seven days on an average. He 
had one advantage over men who make clinical 
studies of pneumonia. He was able actually 
to see the lesion in all stages. Both the local 
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and the generalized symptoms terminated sud- 
denly, as if by crisis, showing a close analogy 
to clinical pneumonia in man. Animals treated 
with serum just after they had been infected 
needed only a small dose to protect them, after 
twenty-four hours twice as much and after sev- 
enty-two hours three times as much. Assuming 
that proportionate amounts would be needed to 
treat human beings, he figures that at 24 hours 
150 eubie centimeters of average unconcentrated 
serum would be needed to effect a cure, at 98 
hours 325 cubic centimeters, at 72 hours 475 
cubic centimeters. On the fourth or fifth day 
one or more liters would probably be needed. 
It is quite possible that these findings explain 
the frequent poor results with type I serum. The 
number of cases effectively treated with serum 
in less than three days is pretty small. 


tongue was thickly coated and the teeth were 
dirty. The tonsils were greatly enlarged, red, 
and some exudate was visible. Her right ear 
drum was dull red and bulged slightly. The 
left was a little red and did not bulge. Glands 
in both tonsillar regions were somewhat enlarged 
and tender. The abdomen was held rather tense 
but could be relaxed under steady and care- 
ful pressure. No masses could be felt. The 
child complained of pain on abdominal pressure 
at times, but quite as much on pressure over the 
chest and on the extremities. 

The temperature was 102.6°, the pulse 142, 
the respiratory rate 25. 

Laboratory findings. The urine (not a cathe- 
ter specimen) showed a slight trace of albumin, 
20 to 25 leukocytes per high power field and 
occasional hyaline casts. A catheterized speci- 
men showed 2 to 5 leukocytes per high power 
field and occasional casts. A leukocyte count 
was 33,400. 

Clinical course. It was decided to watch the 
child carefully overnight. The following morn- 
ing the right ear drum was opened and pus 
obtained. The left showed no further evidence 
of infection. The temperature reached 104°, the 
pulse 142, and the respirations 28 on that day. 
There seemed to be no change in the abdominal 
picture. On the second day after admission the 
child appeared sicker. That evening her tem- 
perature reached 105.6°, the pulse 156 and the 
respirations 48. The chest was negative, the 
left ear negative, the right draining well. 
leukocyte count had dropped to 18,140, poly- 
morphonuclears 95 per cent. A surgical con- 
sultation was requested. 


Discussion 


BY E. PARKER HAYDEN, M.D., AND 
JOHN DUNPHY, M.D. 


Dr. Haypen: I saw this patient in consulta- 
tion the evening of the second day. The child 
was restless, cried when touched, and it was 
difficult to make an abdominal examination sat- 
isfactorily. My first impression was definitely 
that the child had an acute intra-abdominal con- 
dition, probably appendicitis with spreading 
peritonitis. But as she quieted down and lapsed 
into a light sleep the abdomen relaxed and it 
was possible to press the fingers quite deep into 
the abdominal wall. I then concluded that with 
tonsillitis, middle ear infection and some pyelitis 
definitely established, it was justifiable to ob- 
serve the child for another twenty-four hours 
and carry on as at the present. 

The following morning the temperature 
dropped to 100°, the pulse to 120 and the respi- 
rations to 35. The leukocyte count dropped to 
15,100. Our conservative policy seemed cer- 
tainly to have been justified. But at seven p. m. 
the temperature had risen to 104.6°, the pulse 
to 150, while the respirations were 40. I then 
examined the child again. The abdomen was 


CASE 16422 
EVALUATION OF ABDOMINAL PAIN IN 
CHILDHOOD 


SurcicAL AND CHILDREN’s MEDICAL 
DEPARTMENTS 


A female Italian child of six was admitted 
to the hospital on August 8. The history, ob- 
tained from her mother, was as follows: 

August 5, three days before admission, the 
child was put to bed with a fever. The follow- 
ing morning she awoke complaining of abdom- 
inal pain. The pain and fever persisted 
throughout the day. The child remained in bed, 
eating very little but drinking freely. Urina- 
tion was frequent. At times she spoke of pain 
and burning during passage. The abdominal 
pain was not severe, but there was some sore- 
ness on pressure. That evening she complained 
of soreness in the throat and an ache in her right 
ear. She was given a cathartic (Ex-Lax), pro- 
ducing one movement during the night and two 
the following morning, August 7. That morn- 
ing the pain was still present in the abdomen 
and the right ear, and she vomited once. She 
still had fever, how high we do not know. Her 
doctor then advised removal to a hospital, mak- 
ing a diagnosis of probable appendicitis. 

The past history was entirely negative ex- 
cept for mumps followed by measles three 
months before admission. She had not been sub- 
ject to sore throats, and had had no previous 
attacks of abdominal discomfort similar to the 
present one. 

The family history was negative except that 
the father had frequent colds and nosebleeds in 
winter. 

Physical examination. The child was well 
developed and nourished, and though she seemed 
ill she did not appear to be in much pain. Her 
legs were held in flexion most of the time, but 
could be straightened without discomfort. The 
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board-like in generalized spasm. Operation was 
immediately decided upon. 

Dr. Dunpny: This patient was seen by me 
about noon on the day of operation, primarily 
because of abdominal pain which had been pres- 
ent and still persisted. She appeared quite ill, 
though not alarmingly so, and resisted being 
moved or examined, preferring to lie on her 
right side with marked flexion of the legs. 

Examination revealed a discharging right ear 
with no drooping of the canal wall and no mas- 
toid tenderness. The tonsils were enlarged and 
injected, and the exudate previously present had 
disappeared. The lungs, ete., were negative. The 
abdomen was slightly distended, and the patient 
seemed to experience discomfort when palpation 
was attempted. There was spasm in the lower 
abdominal muscles, considerably more marked 
over the right rectus, while above careful palpa- 
tion revealed the muscles much more relaxed. 

At this time the patient had begun to show 
definite signs of an intra-abdominal inflamma- 
tory process, probably appendicitis with begin- 
ning peritonitis. Because of these findings op- 
eration was advised. 

It is interesting to note that in a few hours 
the abdomen was board-like, in generalized 
spasm. It is apparent that this patient for sev- 
eral hours preceding operation presented ab- 
dominal signs considerably different from those 
on entrance. The pain had been present since 
the onset of the illness, the muscle spasm, disten- 
tion and marked discomfort on abdominal palpa- 
tion appearing later. Paracentesis with favor- 
able drainage would be expected without fur- 
ther complications to lower the temperature and 
improve the patient’s condition. Yet she be- 
came sicker, the temperature rose to 105.6°, the 
pulse to 156, and the leukocytes decreased al- 
most 50 per cent. 


PREOPERATIVE DIAGNOSIS . 
General peritonitis, etiology undetermined. 
OPERATION 


Under ether anesthesia the abdomen was 
opened with a right lateral rectus incision. Free 
pus was encountered. It was rather thin, flaky 
and odorless. A culture was taken. The ap- 
pendix was located, lying matted down between 
the cecum and a neighboring adherent coil of 
small intestine. It was obviously not the cause 
of the peritonitis, but was quickly removed, the 
pus aspirated as completely as possible, a drain 
inserted to the pelvis, and the abdomen closed. 
The operation consumed nineteen minutes. The 
child stood it well. 


PATHOLOGIC REPORT 
Acute and chronic peri-appendicitis. 
BACTERIOLOGIC REPORT 


Culture showed pneumococcus type I. 


POSTOPERATIVE COURSE 


For the next three days the child ran a tem- 
perature of 102° to 103°, a pulse of 130 to 150 
and respirations about 35. Type I antipneu- 
mococcus serum was given in four doses of 12, 
20, 30, and 20 cubic centimeters during the 
fourth and fifth days after operation. The child 
became steadily worse and died on the sixth day 
after operation, the tenth day after admission. 


FurtHer Discussion 


Dr. Duxruxr: It appears then that this pa- 
tient probably developed peritonitis toward the 
end of the second or during the third day. As 
her resistance to the virulent pneumococcus or- 
ganism diminished her leukocytes again de- 
creased, reaching 15,100 just before operation. 
The early and persistent abdominal pain might 
be explained by enlargement of the abdominal 
lymph nodes, believed by many to be responsible 
for the abdominal pain so frequently complained 
of by children with infections in the throat and 
elsewhere. 

This case well illustrates the care which must 
be exercised in investigating the abdominal com- 
plaints of children. Abdominal pain is one of 
the most common reasons for which the mother 
consults the physician. It accompanies almost 
every disease involving the gastro-intestinal 
tract and the abdominal organs, from the fune- 
tional derangement in constipation to appendi- 
citis, intussusception, ete. We are all familiar 
with the children who have tonsillitis, pyelitis, or 
pneumonia, and who say that the abdomen hurts 
when asked where they are sick. Each case 
then calls for a thorough and detailed examina- 
tion of the body in general, including the ab- 
domen. It cannot be emphasized too strongly 
that considerable time and patience are neces- 
sary in many cases to obtain the codéperation of 
the infant or child without which the examina- 
tion becomes unsatisfactory. Diverting the at- 
tention by one of the many methods is extremely 
important and allows interpretation of the va- 
rious physical findings. In this way the ab- 
dominal pain of pyelitis, constipation, diarrhea, 
tonsillitis, pneumonia, ete., is seen to be free 
from the involuntary muscle spasm and other 
findings present with appendicitis, peritonitis 
and intestinal obstruction. Of course in pneu- 
monia the increase in respiratory rate is usually 
out of all proportion to the increase in pulse 
rate. The appearance of the patient, the pres- 
ence of early lung findings at the base or high 
in the axilla, the x-ray and so forth, all point 
to lung rather than abdominal involvement. 

Pneumococcus peritonitis may appear as a 
primary disease with no focus evident or it may 
be preceded by pulmonary symptoms, tonsillitis 
or infection of the middle ear. Whether the in- 
fection of the peritoneum in primary peritonitis 
occurs by way of the blood stream or the lym- 
phaties, the gastro-intestinal tract or the vagina 
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is difficult to state, though it has marked prefer- 
ence in the female, and the presence of the 
pneumococeus in the vagina points strongly to 
the vaginal route. In this case the peritoneal 
infection appears to have been derived from the 
nasopharynx or the ears. 

Because of the success obtained in treating 
type I pneumonias with pneumococeus serum, it 
seems advisable in cases of pneumococcus peri- 
tonitis showing this organism to use the serum 
as early as possible, whether the diagnosis is 
made clinically, by peritoneal aspiration or by 
laparotomy. 

Dr. Haypen: This case presents several in- 
teresting points for discussion, both in diagnosis 
and in treatment. Pneumococeus peritonitis, 
though not common, occurs with reasonable fre- 
quency, and as has been stated, is almost en- 
tirely limited to female children. It is com- 
monly preceded by an upper respiratory infee- 
tion, not necessarily a severe one, and is char- 
acterized usually by sudden onset with high 
fever, diarrhea and persistent vomiting. Ab- 
dominal rigidity is a fairly constant early symp- 
tom. This case was atypical, and it is diffi- 
cult to say just when the peritonitis developed, 
whether it was present on admission or whether 
it developed on the third day, following the drop 
in temperature, pulse, and leukocyte count 
which made us think the child was getting bet- 
ter. The leukocytosis of 33,400 on admission is 
a good average count in this disease. Marsch’, 
in a review of 9000 cases of appendicitis, found 
only 1.1 per cent occurring in children from 1 
to 5 years of age. It is not common as early 
as the sixth year, and yet we have all seen ap- 
pendicitis occur in the very young. A differ- 
ential diagnosis should be made if possible be- 
tween a peritonitis originating from the ap- 
pendix and a peritonitis of other origin. Pneu- 
mococeus can gain access to the peritoneum 
either through the blood stream, the gastro-in- 
testinal tract, or the genital tract. Lipshutz 
and Lowenburg' in a series of thirteen cases 
found positive blood cultures in nine. Twelve 
of the thirteen were girls. In three of the girls 
pneumococcus was found on vaginal smear. The 
great preponderance of female cases of course 
suggests the genital tract as a likely portal of 
entry. The disease occurs chiefly among poorer 
children, who may be considered to receive less 
hygienic care of the genitalia. In this series 
of cases the greatest infection found at necropsy 
was in the region of the cecum and pelvis. For 
this reason Lipshutz and Lowenburg advocate 
very early drainage of the pelvis through inci- 
sion in the cecal region. Of their cases 80 per 
cent were operated. The mortality was 100 per 
cent. Presumably they were not operated early 
enough. These authors quote other statistics of 
mortality as follows: 


Koennecke — cases Mortality 55 per eent 
Rohr 13.7 
90 


Jensen 
Fraser and 

McCarthy ? 42 

This wide divergence is hard to understand, 
and the methods of treatment are not stated. 

Mathieu and Davioud“ report twelve cases, 
all girls. Diarrhea occurred in each case, and 
sore throat preceded. They advise expectant 
treatment, and drainage late if at all. 

Salzer“ insists that one should be able to make 
an early differential diagnosis between appendi- 
citis and pneumococeus peritonitis. He reports 
thirty-one cases, in twenty-one of which he made 
a correct early diagnosis. All of the twenty- 
one were treated conservatively and fifteen re- 
covered. The pus becomes either absorbed or 
encapsulated, and in the latter case can be 
drained later in the course of the illness. Of 
eight cases operated early, six died. Salzer em- 
phasizes the importance of a vaginal smear. 

Fricke’ reports a series of ten cases, eight 
children and two adults. Five children had 
signs suggestive of b h ia on admis- 
sion. Seven were operated upon on the day of 
admission. Appendectomy was done in all cases. 
Pneumococcus was found in all. Only one child 
survived. Both adults survived, one on serum 
treatment without operation, the other with ap- 
pendectomy and bilateral salpingectomy for 
acute pneumococcus salpingitis. 

It can be seen from these several abstracts that 
the diagnosis of pneumococcus peritonitis is not 
always made early, and the treatment is not 
standardized. A vaginal smear should always 
be made. Peritoneal puncture with smear from 
needle tip has its advocates, who insist that 
it does no harm. To overlook acute appendicitis 
is a serious error. In any case where the diag- 
nosis is in doubt, early operation is probably the 
wisest procedure. I feel certain that in male 
children it is very risky to delay operation un- 
less the diagnosis of pneumococeus peritonitis 
has been established beyond a doubt. by peri- 
toneal puncture. Many would question the safe- 
ty of making a puncture in the early hours of 
an infection when the presence of a free exudate 
in the peritoneal cavity is by no means a certain- 
ty. The relative infrequency of pneumococcus 
peritonitis makes the acquisition of a large series 
of cases a matter of years, and to draw fixed con- 
clusions from small groups is dangerous. 


DIAGNOSES 


General peritonitis, acute pneumococcal. 
Acute otitis media, right. 
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THE TREATMENT OF TRAUMATIC EPI. 
LEPSY BY THE FOERSTER-PENFIELD 
METHOD OF RADICAL OPERATION 


THE recent visit of Professor Otfrid Foerster, 
the ed neurosurgeon of Breslau, to 
the Peter Bent Brigham Hospital, calls to our 
attention again the unusual investigations made 
by him, in the last few years, on the subject 
of traumatic epilepsy. For many years he has 
been interested in the physiology of the central 

nervous system’ and has paid special attention 
to the cortex as observed at the time of opera- 
tion in patients under local anesthesia. He has 
carried out the mapping of the cortical areas 
by this method of human experimentation to a 
degree not exceeded by any other investigator. 
It is interesting to note, in passing, however, 
that the first observations on the human motor 
cortex were described, as noted by Fulton“, by 
Dr. Harvey Cushing in 1909°. Foerster’s in- 
vestigations of the cortex by electrical stimula- 
tion have led to a definition of certain epilepto- 

ic cortical areas which extend considerably 
nd the so-called motor cortex. ex- 


citable areas are to be found in front of, and 
also behind, the precentral convolution, as well 
as in the temporal and occipital lobes. The 
movement patterns, which follow the stimula- 
tion of such areas, provide a local sign which 
often makes it possible to define exactly the 
cortical focus of an epileptic discharge. 
Foerster i over 100 post-traumatic 
cases by this method in his Breslau clinic and 
came to the conclusion that possible removal of 
these areas might relieve the symptoms 


cortical 
of epilepsy. The importance of this work was 


ery y enhanced by the work of Wilder Pen- 
d of Montreal*, who, independently and in 
collaboration with Foerster’, pointed out that 
the old cortical scars, responsible for the occur- 
rence of traumatic epilepsy, contain connective 
tissue and fibrous astrocytes which rapidly form 
and become densely attached to the overlying 
meninges and are invaded by a rich plexus of 
newly formed blood vessels. The scar contracts 
steadily for a period of years and this contrac- 
tion is responsible, in the opinion of Penfield, 
for the displacement of the cerebral ventricles 
towards the lesion, a condition easily demon- 
strated by encephalography. 

These two findings have been put together 
with the suggestion that a cure in patients with 
traumatic epilepsy might be brought about 
the total removal of the scar tissue along wi 
the epileptogenic cortical area. It was felt 
at first that removal might lead to more scarring 
of the brain and the condition would be the 
same, in a few years, as that found before op- 
eration. Penfield has shown very definitely, 
however, that such is not the case, for careful 
surgical removal leaves a very small scar be- 
hind it, and in the latest report of these two 
writers a number of cases operated upon by this 
method have remained free from epileptic at- 
tacks from two to three years. 

This method of 4 is obviously radical 
and should only be considered in selected cases. 
The good results reported by these workers, how- 
ever, are worthy of careful consideration. 


TWO MATTERS OF ESPECIAL INTEREST 
CONSIDERED AT THE MEETING OF 
THE COUNCIL OF THE MASSACHU- 
SETTS MEDICAL SOCIETY 


Ar the meeting of the Council on Wednesday, 
October 1 it was voted, on the recommendation of 
the Committee on Membership and Finance that 
the annual dues to be assessed the members of 
the Society for the next year shall be ten dollars, 


this being an increase of two dollars. The ex- 
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planation was submitted that the budget has 
exceeded the income in some years and that the 
prospective activities of the Society warrant the 
change. To some this increase may seem to be 
a burden, but it was explained that most State 
Medical Societies have larger annual dues than 
those of the Massachusetts Society and it should 
be remembered that a considerable proportion of 
the amounts collected previous to March 1 of 
each year is rebated to the district societies. An- 
other gratifying fact is that in some states the 
county societies have separate rather large an- 
nual dues in addition to those levied by the 
State Societies. In one state the assessment on 
members of a county in addition to State dues 
is fifty dollars. 

Another matter of interest was the discussion 
on the report of the Committee on Clinics, Health 
Associations and Industrial Clinies which was 
held over from the last meeting. The consensus 
seemed to be that the report was good so far as 
it went but that there should have been pre- 
sented more definite standards as guides for fu- 
ture activities of Clinics and Health Organiza- 
tions. As a result of these criticisms the report 
was referred back to the committee for further 
study and more definite recommendations. 

This brief reference to the proceedings of the 
Council should not be construed as intimating 
that other matters were not given due considera- 
tion 


All who are interested in the affairs of the 
Society should read the detailed report of the 
proceedings which will be prepared by the Sec- 
4 and published in an early issue of the 


Large delegations from all sections of the 
State were present, and the business was con- 
ducted with dispatch. 


INFANTILE PARALYSIS IN NEW 
ENGLAND 


ScaTTERED cases of infantile paralysis are be- 
ing recognized throughout New England. 

In Middlesex County in Connecticut eleven 
eases have been reported with six deaths. Al- 
though the disease is not as yet so prevalent 
as in some former years, it presents a very def- 
inite public health problem which calls for co- 
— of physicians and public health off- 


ot a physician is uncertain in his diagnosis 
of the acute illnesses of childhood or early adult 
life, he may save himself annoyance and his pa- 
tient from danger if he will call a consultant 
early. The State Department of Public Health 
will furnish consultation service if there is any 
question of infantile paralysis. 

In cases of infantile paralysis, waiting for all 
of the evidences of the disease to appear, may be 
disastrous. Suspicion in a doctor’s mind of the 
possibility of the disease is reason enough for 
asking for a consultation. 


THIS WEEK’S ISSUE 


— articles by the following named au- 
ors : 


Benner, RICHARD S. M.D. Harvard 1903. 
F.A.C.S. Surgeon, Springfield Hospital, Spring- 
field. Secretary, Executive Committee, Wesson 
Maternity Hospital, Springfield. Consulting 
Obstetrician, Noble Hospital, Westfield, and 
Mary Lane Hospital, Ware. His subject is: 
„Fibromyomata of the Uterus Complicating 
Pregnancy.’’ Page 757. Address: 104 Maple 
Street, Springfield, Mass. 


Deaver, Joun B. Se. D., M.D. University of 
Pennsylvania School of Medicine 1878. F. A. C. S. 
John Rhea Barton Professor of Surgery, Uni- 
versity of Pennsylvania School of Medieine (now 
Emeritus of same). Surgeon-in-Chief, Lanke- 
nau Hospital, Philadelphia, Pa. Address: 1830 
De Lancey Place, Philadelphia, Pennsylvania. 
Associated with him is: 

Eckets, C. A.B., M.D. Harvard 1927. 
Assistant Resident Surgeon in Urology, Peter 
Bent Brigham Hospital, Boston. Address: 721 
Huntington Avenue, Boston. Their subject is: 
„The Value and Limitations of Spinal Anes- 
thesia. Page 760. 


Davis, Max. A.B., M.D. Harvard 1925. As- 
sistant in Obstetrics and Gynecology, Boston 
University School of Medicine. Second Assist- 
ant Obstetrician, Massachusetts Memorial Hos- 
pitals. Gynecologist, Outpatient Department, 
Massachusetts Memorial Hospitals. His sub- 
ject is: The Use of Thymophysin in Labor.“ 
Page 771. Address: 311 Commonwealth Ave- 
nue, Mass. 


Wikias, Linsty R. A.B., A. M., M.D. Co- 
lumbia 1899. Director of New York Academy of 
Medicine and President of New York Tuberculo- 
sis and Health Association. Address: 5th Ave- 
nue and 103rd Street, New York City. Asso- 
ciated with him is: 

HIL, Auice M. A.B., Statistical Field Serv- 
ice, National Tuberculosis Association, New York 
City. Address: 370 Seventh Avenue, New 
York City. Their subject is: The Number of 
Physicians Consulted by Tuberculous Patients 
and the Reasons for Changing From One to An- 
other.“ Page 782. 


Emery, Epwarp S., Jr. M.D. Harvard 1920. 
Associate in Medicine, Peter Bent Brigham Hos- 
pital. Assistant in Medicine, Courses for Grad- 
uates, Harvard Medical School. His subject is: 
Hydrochlorie Acid and Diarrhoea.’’ Page 
785. Address: 319 Longwood Avenue, Boston. 


Painter, CHARLES F. A.B., M.D. Harvard 
1894. His subject is: ‘‘The Operative Treat- 
ment of Tuberculous Arthritis.“ Page 787. 
Address: 520 Commonwealth Avenue, Boston. 
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MISCELLANY 


PHYSICIANS REPORT ON NURSING SUPPLY 


On a typical day in a period of heavy sickness load, 
only two per cent. of those patients who needed a 
special or private duty nurse were unable to get one, 
it was shown by the answers of 4,000 physicians to 
questionnaires on the demand for nurses in their own 
practice. 

This case check-up by the physicians substantially 
agrees with the growing evidence from other sources, 
such as the registries, that there is at present no 
shortage in the general supply of nurses, and that it 
is, indeed, closely approaching the saturation point, 
as far as actual, economic demand is concerned. 
These studies of the nursing situation were made by 
the Committee on the Grading of Nursing Schools. 

Informal comments from the doctors corroborated 
statistical findings that, while it is sometimes hard to 
get a nurse for Sundays. out-of-town cases, or twenty- 
four hour duty, it is almost never impossible to find 
any special nurses at all. 

The physicians questioned represent those who min- 
ister to the most heavily nursed portions of the 
community, in cities and towns of all sizes. The 
months studied were January and March, two peak 
months of illness. It was found that, on the day of 
his answer, the typical physician had three patients 
who needed special nurses and two who got them. 
But of all the patients who, in the estimation of 
the attending doctor, needed a nurse, only two in 
each 100 were unable to find one. 

Of the patients who did not have the special nurse 
recommended as necessary, it was found that: 

45% could not afford a nurse 

29% were cared for by relatives or friends 

13% did not want a nurse 

7% were cared for by a visiting nurse 

Only 6% of these patients, or 2% of the total num- 
ber, wanted a nurse but could not find one. 

These findings are especially interesting from the 
standpoint of actual economic demand and willing- 
ness to pay for nursing service on the part of pa- 
tients. More than 500 patients, for example, did not 
want a nurse and did not engage one, though, in the 
opinions of their physicians, they needed her skilled 
nursing care. 

In the period of a month, the typical physicians in 
this group had five patients who employed nurses. 
They estimated that, given adequate floor service in 
the hospital, two of the five would not have needed 
“specials”. Twenty-six per cent of the physicians felt 
that some of their patients could have been cared for 
by a visiting nurse or hourly service, and 27 per 
cent. felt the services of relatives or competent serv- 
ants would have been adequate. 

Since the physicians reporting were a selected 
group, caring for the most heavily nursed members 
of the community, it would seem, from the foregoing 
facts, that for the profession as a whole the daily 
average of patients per physician actually needing 
skilled nursing care is much less than three. 

Half the physicians in this heavily nursed group 
declared that every one of their patients who needed 


private duty nurses had them. There is, therefore, 
reason to believe, the study states, that the lack of 
a nurse is often due not to a shortage, either in the 
general or local supply, but to the patient’s decision 
that he did not want or could not afford a nurse. 

Since, in the opinion of the doctors, two of every 
five patients employing special nurses could have been 
cared for by the floor service of a well-run hospital, 
the increase of adequacy of such floor service would 
mean a decrease in the employment of “specials” 
and additional employment of full-time graduates in 
the hospitals instead. 

Many hospitals are already studying the problem 
of increasing the supply of graduate nurses on their 
staff so as to lessen the cost of nursing care for the 
patient and yet add little additional expense to the 
hospital's budget. 

Seventy-three per cent., or almost three-fourths, of 
the physicians said they feel it is harder for their 
patients to pay the nurse’s fee than to obtain her 
services. Those in the North Central and Western 
states were more emphatic on this point. Paying the 
fee is slightly less of a problem in the larger cities 
than in the smaller ones. 

Of 23,500 physicians who answered questions as to 
the general need for private duty nurses in their prac- 
tice, 87 per cent. of the general practitioners said 
they need them often; 5 per cent., occasionally; and 
8 per cent., practically never. 

The specialists, who make up two-fifths of the total 
number reporting, showed somewhat less demand for 
the ‘special nurse, with 79 per cent. requiring them 
frequently for their cases and 17 per cent. practical- 
ly never. The private duty nurse is most in demand 
by the surgeon and obstetrician, 98 and 94 per cent., 
respectively, saying they often need her for their pa- 
tients. The percentage of need in the other special- 
ties were: 

Internal medicine, 89% 
Orthopedic surgery, 86% 
Pediatrics, 85% 
Urology, 85% 
Ophthalmology, 75% 
Neurology, 57% 
Tuberculosis, 47% 
Industrial medicine, 47% 
Dermatology, 33% 
Roentgenology, 25% 
Public health, 9% 

Though physicians sometimes have to call two or 
three registries to get nurses for certain types of 
cases, their comments show much more frequently 
an inability to get the kind of nurse they feel is 
particularly needed for the case, rather than a total 
unavailability of nurses. 

About two calls per physician were refused during 
a one-month period. The doctors find that nurses 
are most apt to turn down calls for twenty-four hour 
duty, night duty, cases in the home, Sunday or hol- 
iday cases, and those requiring the nurse to go out 
of town. 

In fifty-two per cent. of cases, the source of supply 
for nurses was the hospital registries; 21 per cent. of 
the physicians got nurses through their own lists; 
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17 per cent., through the central registries; 5 per 
cent. from the commercial registries, and 5 per cent. 
from unspecified sources. 

Not unnaturally, the physician finds the nurse he 
gets from his own private list the most satisfactory. 
Nine out of ten of all the physicians said they would 
like to have the nurse on their last case back again.— 
Martha Dreiblatt, Committee on the Grading of 
Nurses, New York City. 


GOVERNMENT HOSPITALS IN NEED OF 


MEDICAL OFFICERS, NURSES, AND SOCIAL 
WORKERS 


Washington, D. C., October 1930.—The United 
States Civil Service Commission states that Govern- 
ment hospitals throughout the country, including 
those under the Veterans’ Bureau, the Public Health 
Service, the Indian Service, and other branches, are 
in need of medical officers and nurses of various 
grades, and that Veterans’ Bureau hospitals have 
vacancies in positions of psychiatric social worker 
and junior social worker. 

Full information regarding examinations, salaries, 
etc., may be obtained from the United States Civil 
Service Commission, Washington, D. C., or from the 
Secretary of the United States Civil Service Board of 
Examiners at the post office or customhouse in any 
city. 4 


COTTONSEED A PELLAGRA PREVENTIVE 


Dr. W. W. Skinner of the U. S. Bureau of Chem- 
istry is quoted by the Boston Transcript as claim- 
ing for cottonseed a cheap source of vitamin G and 
B, the former regarded as a preventive of pellagra 
and the latter of beriberi. 

Studies bearing on this subject have been conducted 
jointly by the Department of Agriculture and the 
National Cottonseed Products Association. 


THE AWARD OF THE OSLER MEMORIAL 
MEDAL 


The Osler Memorial Medal for 1930 has been award- 
ed to Sir Wilmot P. Herringham. 

The Board, entrusted with the responsibility of 
this award, confers this bronze medal every five 
years to the person who is an Oxford Medical gradu- 
ate and who in this group has, according to the es- 
timate of this board, made the most valuable contri- 
bution to the science, art or literature of medicine. 


SOME OF THE ACTIVITIES OF THE MILBANK 
MEMORIAL FUND 

Details of an attempt to bring health to a county 
with 400,000 inhabitants but not a single qualified 
physician, are contained in the October issue of the 
Quarterly Bulletin, just published by the Milbank 
Memorial Fund 

“A Rural Health Experiment in China”, describes 
some of the conditions found by a representative of 
the Fund in a district where the average person does 


The article records the donation of $50,000 by the 
Milbank Memorial Fund to aid the health program 
now being undertaken in Ting Hsien. This announce- 
ment follows closely upon news from Geneva that the 
League of Nations has decided to support and co- 
öperate in attempts to modernize China's health serv- 
ice despite that country’s seeming preoccupation with 
civil war. 

The Ting Hsien experiment is part of the Chinese 
National Association of the Mass Education Move- 
ment. This organization was formed in 1923 by 
Y. C. James Yen, a Yale graduate. “Jimmie” Yen, 
as he is more familiarly known, brought about large- 
scale mass education in China through reducing the 
number of written word characters in the language 
from 40,000 to about 1,000. 

The health program was worked out on the ground, 
with the technical assistance of Edgar Syden- 
stricker, director of the Fund's research division. 


TERCENTENARY HONORS FOR PIONEER 
HEALTH WORKERS 
On Boylston Street opposite the Brookline Reser- 
voir there have been placed two markers, one by the 
local Tercentenary Committee and the other by the 
State. Both markers indicate that the house on 
the adjacent property was built by Dr. Zabdiel Boyls- 
ton, who introduced into this country the inoculation 
of smallpox. 
In 1721 smallpox was very prevalent in Boston. It 
seemed as if none would escape the disease. About 
one in four or five of those who contracted the 
disease died and those who escaped death were usu- 
ally much disfigured. Dr. Boylston who was practic- 
ing in Boston heard of the process of inoculation 
which was then being used in Turkey and Asia 
Minor. Lady Mary Wortley Montagu had her son 
inoculated in 1717 in Constantinople and was trying 
to introduce this practice in England. 

Inoculation should be carefully distinguished from 
what we now call vaccination. It was performed 
by taking some of the infectious material from an 
active case of smallpox and introducing it into a well 
person. This produced the disease but in a much 
milder form, so that among the inoculated there was 
only about one death in one or two hundred, as 
compared with one death in four or five cases 
among those who contracted the disease in the usual 
way. 

Dr. Boylston strongly advocated the practice and 
showed his faith in it by inoculating his own son 
and two of his servants or slaves. There was tre- 
mendous opposition. It was considered a crime, 
practically murder, to deliberately give anyone such 
a terrible disease. Dr. Boylston barely escaped by 
hiding from a mob that was trying to lynch him. 
Gradually, however, the feelings of the people cooled, 
and the value of inoculation was recognized. Many 
lives were saved by it. Dr. Boylston lived to be 
honored both in this country and abroad for his 
clear vision and courage. On retiring from prac- 
tice, he built the house in Brookline which is now 
standing, although additions to it have since been 


not live longer than 35 years. 


built. 
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MEDICAL NEWS FROM CLEVELAND, OHIO* 


The event for which the medical world of Cleveland 
is waiting impatiently is the opening of the new 
Lakeside Hospital. Due to have been dedicated on 
October first of this year, unavoidable circumstances 
have advanced the date to the first of next year. The 
history of this hospital, one of the foremost in the 
country, presents an unforgettable story. Founded 
during the Civil War as a Home for the Friendless, 
and incorporated in 1866 as the Cleveland City Hos- 
pital, it changed its name several times between that 
date and 1889 when, upon the building of a new 
municipal hospital, it became Lakeside Hospital. 
After several years of financial and legal vicissitudes 
the present buildings were opened in 1898. The 
hospital expanded until in 1926 it assumed its post 
as an important unit in the University Hospitals of 

The new Lakeside Hospital forms the centre of a 
large group of medical buildings. Its construction 
was financed by a campaign in 1927 for six million 
dollars, an amount easily reached in a week. In the 
new building will be 160 beds devoted to surgery and 
the surgical specialties, and 120 beds set aside for the 
use of medicine and its specialties. There will be a 
few private beds for the use of the full-time staff, and 
the rest of the clinical staff will use the Hanna House, 
a separate pavilion for private cases of about 100 
beds. There will be laboratories, a student amphi- 
theater, and all modern x-ray equipment. The dis- 
pensary will be the first in Cleveland to be open 
all day. Grouped around the hospital are now the 
Maternity Hospital, Babies and Children’s Hospital, 
Medical School, Dental School, Medical Library, and 
Power House. Added to these and in course of con- 
struction or finished are a Nurses’ Dormitory, a pri- 
vate hospital mentioned above, and a Pathological 
Institute. The result will be a monument to medical 
advancement, a true Mecca for medical knowledge. 

The director of administration will be Frank E. 
Chapman, previously director of Mt. Sinai Hospital 
since 1915. He succeeds Dr. Karl H. van Norman 
who recently resigned after five years of service. 

The Cleveland City Hospital has in the past few 
years made rapid strides in gaining and maintaining 
an enviable position. Construction work nearing com- 
pletion at the present time includes many things. 

Further expansion of the nurses’ home forms a new 
unit which completes an entire square. In this new 
building are 129 rooms for nurses and on the ground 
floor level, linen rooms, storage rooms, etc. There 
is also a new auditorium seating about 950 people, 
which, in case of emergency, may be combined with 
the gymnasium increasing the capacity to 1500. There 
have been additions to the dining rooms, alterations 
in the kitchen, and the installation of an elevator. 

To the north end of the administration building 
has been erected a new four-story house officers’ dor- 
mitory with 61 rooms for doctors. Included in this 
building are handball courts, a billiard room, and a 


*From our special correspondent. 


giving them good medical and nursing care and 
also of isolating them from the community at large; 
for it must be remembered that the inoculated per- 
son could give the disease in the unmodified form 
to others. People came from — 


If a better procedure had not been discovered, we 
should undoubtedly be still using inoculation as a 
means ‘of preventing the serious ravages of the dis- 
ease. But in 1798, Dr. Jenner published in England 


that we now know as vaccination. 

Vaccine virus was first brought to this country by 
Dr. Benjamin Waterhouse, a professor at the Har- 
vard Medical School. On July 8, 1800, he vaccinated 
his seven children. 

Dr. Aspinwall immediately began a thorough in- 
vestigation of the new method which his friend and 
colleague, Dr. Waterhouse, was so strongly advo- 
cating. He tried the vaccine on his own patients 
and he had the children of Dr. Waterhouse come to 
his hospital where they were thoroughly exposed 
to smallpox without contracting the disease. At 
the conclusion of these experiments, Dr. Aspinwall 
heartily endorsed vaccination although it meant 
great financial loss to him, for he soon tore down his 
three hospitals. 

After this the practice of vaccination spread rap- 
idly over the civilized world, and since that time 
there have not been any serious outbreaks of the 
disease except where there were large numbers of 
persons not adequately protected by vaccination. 

How thoroughly dependent we are on vaccination 
for our freedom from smallpox was well illustrated 
by the experience of Middleboro, Massachusetts, in 
1929. There the law requiring the vaccination of 
school children had not been enforced in recent 
years, and as a result there were 223 cases of small- 
pox. Of these 221 had never been vaccinated and 
the other two had not been for over thirty years. 
The epidemic was promptly checked by vaccinating 
all of the inhabitants. 

Smallpox is still a threat in every community, but 
we have a safe and effective method of keeping it 
out. Let every one be inated.— Bulletin Brook- 
line Board of Health. 
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By the end of that century, we find the inocula- 
tion of smallpox being carried out very extensively CORRESPONDENCE 
by another distinguished Brookline physician, br. r 
William Aspinwall. A marker on Aspinwall Avenue 
opposite St. Paul’s Church indicates the site of his 
house. 
Dr. Aspinwall served with distinction in the War 
of the Revolution, and then returned to the practice 
* of medicine in Brookline. Following the war, and 
partly as a result of it, there was a great increase 
in smallpox, and the doctor began to protect his 
patients by inoculation. Instead of inoculating peo- 
ple in their homes, however, he had a hospital for 
his patients. This served the double purpose of 
pitals. 
the results of his experiments, which proved con- 
clusively that smallpox could be absolutely prevented 
by inoculating a person with cowpox, the procedure 
——„—%ö 
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large living room. The fourth floor is on the same 
level as the third floor of the administration building 
making the capacity for doctors about 90 beds. At 
the south end of the administration building there is 
to be constructed a wing similar to the doctors’ quar- 


Lakeside Hospital. 

Pathological Institute. 

Babies and Children’s Hospital. 
Maternity H 

Western Reserve 

Western Reserve Dental School. 


1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 


In the center of the photograph is shown the new Lakeside Hospital and the Western Reserve 
ldings. To the left of this great center are the buildings of the College and those 


and a hospital, modern in every way, will serve the 
citizens of Cleveland. 


There have been few staff changes of importance. 


The appointment of a new surgical chief-of-staff, a po- 
sition made vacant by the death of Dr. King Hamann, 


Reserve College for Men 
Case School of yo Science. 
Art Museum 
Western Reserve College for Women. 
. Adelbert Road. 
. Euclid Avenue. 
Symphony Hall. 


Medical School = their 


Science (11). Across Euclid Avenue and in the left kground is the Clevela rt Museum (12). Just in front of it 
in the home y Orchestra right is the College for 
Women, an integral part of Western Reserve University. The legend locating the other buildings is self-explanatory: 


ters, which will be devoted to pharmacy. Many of the 
drugs used in the hospital will be manufactured in 
this modern laboratory. 

The largest piece of construction is the addition of 
the upper six floors to the Psychopathic Building. 
This addition will give 150 more psychopathic beds 
and 210 beds for chronic cases. The present ground 
floor will be altered to add space for the hydro-, 
electro-, and light therapy and occupational therapy 
divisions. The addition of these beds will increase 
the hospital capacity to 1450 beds. 

At the coming fall election a bond issue will be pro- 
posed for a new tuberculosis sanatorium of 250 beds 
to replace the present antiquated structure. If this is 
passed the last old building will have been replaced 


dean of Cleveland surgeons, will be announced the 
first of the year. 


VISIT OF DR. KLINE TO EUROPE 

Dr. Benjamin S. Kline, associate professor of path- 
ology at Western Reserve University, and chief of 
laboratories at Mt. Sinai Hospital, spent the month of 
August in Europe demonstrating his test for syphilis. 
The proponents of this test, designed to replace the 
Wassermann reaction, claim for it more accuracy, 
greater sensitivity, and more speed in technique. 


THE CLEVELAND CLINIC 
The building which was the scene of the Cleveland 


Clinic disaster has finally been remodeled and is being 
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‘used for administration purposes. It was feared at 
the beginning that the volatile material deposited on 
the walls at the time of the disaster would make the 
building unsuitable for further use. Researches, car- 
ried out principally by Dr. Allen Graham, have shown 
the fears to be groundless. 

WESTERN RESERVE MEDICAL SCHOOL 

The opening of Western Reserve Medical School 
brings with it other activities of importance to the 
medical world. An addition of note to the faculty is 
James Angus Doull, M.D., from Johns Hopkins Med- 
ical School, who comes to take the chair of the De- 
partment of Hygiene. Many meetings have been 
and will be held, mainly in connection with the Cleve- 
land Academy of Medicine. On September 19, 1930, 
at the Annual Meeting of the Fifth District Ohio 
State Medical Association, the program was devoted 
entirely to the relationship between old age and dis- 
ease processes. September 25, 1930, the twenty-third 
Hanna Lecture will be delivered by Franz Knoop, 
Professor of Physiological Chemistry at the Univer- 
sity of Tübingen, his subject being “On the Signifi- 
cance of the Intermediary Metabolism.” 

Under the auspices of Western Reserve University 
and the Brush Foundation on October 17-18, 1930, a 
Symposium on Adolescence will be held. The list of 
speakers is not yet complete. Still later on during 
the Christmas holidays the American Association 
for the Advancement of Science will hold its annual 
meeting in this city. 

RECENT DEATHS 

LAPHAM—Dkr. Georce NELson LATAM. Assistant 
Professor of Diseases of the Chest in Boston Univer- 
sity School of Medicine and a specialist in tubercu- 
losis, died at Carroll’s Sanatorium, Rutland, Septem- 
ber 30, 1930, at the age of 58. 

The son of the Rev. John B. and Mary Greenleaf 
Lapham he was born at Richmond, Maine, and re- 
ceived his early education there. He was graduated 
from Boston University School of Medicine in 1909 
and had practiced in Rutland and Boston since. 

He was a Fellow of the Massachusetts Medical So- 
ciety and of the American Medical Association. 


ROOT—Dr. Ricn uon Barsovur Root, a retired Fel- 
low of the Massachusetts Medical Society, died at his 
home in Georgetown, September 2, 1930, after a prac- 
tice lasting 62 years. 

A native of Byfield, where he was born May 27, 
1847, he was educated at Dummer Academy and at 
Harvard Medical School where he received his M.D. 
in 1867. The next year he settled in Georgetown and 
was physician to that town and to Boxford, Groveland 
and Topsfield, being called often to Haverhill. He 
had a busy life as a family practitioner. At one time 
he was medical examiner of the 6th District of Essex 
County. 

One instance in his career, illustrating both the 
wide span of his professional life and the almost tradi- 
tional way in which families clung to him, if not 
wholly unique, could at any rate not be surpassed. 
About six years ago he attended the birth of an in- 
fant; both of whose parents he had brought into the 


world some twenty-five years before. The mother’s 
mother he delivered twenty-five or more years be- 
fore that. In the home where this grandmother was 
born, he attended her father and mother, her grand- 
mother and grandfather, and she said that she could 
remember as a little girl, his coming to see her great- 
grandmother in her last illness. Here is a record of 
attendance upon six generations in the same family, 
three of which he had delivered. 

Dr. Root is survived by his son, Dr. Raymond R. 
Root of Georgetown, a Fellow of the Massachusetts 
Medical Society. 

— — — 


NOTICES 


BOSTON PSYCHOANALYTICAL SOCIETY 


A Boston Psychoanalytical Society has been organ- 
ized. The object of this society will be the study, 
investigation, and advancement of the science of 
psychoanalysis in its theoretical, therapeutic, applied, 
and cultural aspects. 

The society will have monthly meetings. The of- 
ficers elected were: 

President, Dr. Isador H. Coriat. 

Secretary, Dr. Martin W. Peck. 

Council, Dr. Julia Deming and the President and 
Secretary ex-officio. 


ANNOUNCEMENT 


Dr. Earl J. Wylie has taken over the office and 
practice of the late Dr. Oscar S. Creeley, 128 Mt. Aw 
burn Street, Watertown, Mass. 

— 


REPORT AND NOTICES OF 
MEETINGS 


THE DISCUSSION OF DISSEMINATED SCLE- 
ROSIS BY SIR JAMES PURVES-STEWART 


A special meeting of the Boston Society of Psychi- 
atry and Neurology was held in the Boston Medical 
Library at 8:15 P. M., Tuesday, September 23, 1930. 
The record reading being dispensed with, Dr. E. W. 
Taylor, president, introduced the distinguished speak- 
er of the evening, Sir James Purves-Stewart, of 
London. 

The subject of the address was “The Etiology and 
Treatment of Disseminated Sclerosis.” The speaker 
urged that his paper be looked upon only as a prelim- 
inary report, which he hoped had opened up new 
and significant lines of research in the subject. He 
pointed out that Disseminated Sclerosis is one of the 
most widespread neurological diseases, being ex- 
ceeded in frequency only by syphilis of the central 
nervous system, and, in epidemic times, by polio- 
myelitis. 

The diagnosis is based on clinical and serological 
findings. Of the latter, the gold curve is positive 
in 77%, the Wassermann negative, and there is an 
excess of globulin in 40 per cent. The progress of 
the disease is relentless, irregularly progressive, 
leaving permanent disability, and sometimes blind- 
ness. Death is from intercurrent infection. Alleged 
cures in the past are attributed to errors in diagnosis, 
and unusually long remissions. 
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The treatment was discussed from two angles: 
drug and specific. Hitherto drug treatment only has 
been available and arsenic is the most powerful agent 
yet used, especially in the form of silver salvarsan. 
The use of exogenous vaccines is still sub judice. 

In regard to specific treatment, the microbic origin 
of the disease has been foretold by many. A sum- 
mary of the work in this respect was given by the 
speaker; all of it has failed of substantiation. In 
1927, the speaker’s colleague, Miss Chevassut, cul- 
tured an organism from the cerebrospinal fluid of 
patients suffering with disseminated sclerosis. She 
has obtained positive cultures from 93 per cent. of a 
series of 269 cases, and negative cultures from all 
other types of disease. Fairly early in the investiga- 
tion cases were encountered in which no organism 
could be found. These patients had been taking ar- 
senic and positive cultures were obtained three 
weeks after discontinuance of this treatment. 

The technique of this work is very exacting and 
dificult. The organism, spherula insularis, is a 
spherule of 0.7 microns diameter, about the size of a 
staphylococcus. It can only be studied with an 
ultramicroscope, under dark field, with mercury 
lamp illumination. It grows by the budding off 
of small granules (a process illustrated by lantern 
slides) and can be subcultured on a proper medium. 
A discussion of the cultural characteristics was fully 
given. 

In vitro, experiments were reported suggesting 
action of the spherula in hydrolyzing brain lipoids. 
In vivo inoculation experiments with monkeys were 
reported with suggestive but inconclusive results. 

The discovery of a viricidal substance in inocu- 
lated animals and patients during remissions, led to 
the attempt to prepare autogenous vaccines from the 
cerebrospinal fluid of victims of the disease. These 
vaccines were prepared and killed with 0.5 per cent. 
phenol. They were then given in repeated series of 
progressively increasing doses. Only 82 cases have 
been followed over a two-year period or longer. 
These are examined every three months, both clini- 
cally and serologically. 

The interpretation of results depends on a classi- 
fication of the cases into early, moderate, and ad- 
vanced cases. Of 16 early cases, repeated cultures 
were negative in 10, gold curve and globulin dimin- 


ished in 15, and almost complete clinical recovery by 


was noted in 15. Of 32 moderately advanced cases, 
9 cultures were negative, and clinical improvement 
was noted in 27. Of 34 advanced cases, one culture 
was negative, and 10 showed slight clinical im- 
provement. By virtue of the morbid anatomy of the 
disease, cure must mean an arresting of the process, 
rather than a complete restoration of lost function. 

Interpretation of these results must be made with 
due regard to the factors of suggestion, and spon- 
taneous remissions. In these instances the serologi- 
cal reactions remain unchanged, according to the 
speaker. 

Discussion was led by Dr. Zinsser, who pointed out 
the danger of misinterpretation of artefacts, cultural 
reactions, and neurological symptoms in caged mon- 
keys. 


Dr. Frank Fremont-Smith has found that gold 
curves and globulin become negative in spontaneous 
remissions. 

Dr. James B. Ayer was impressed with the clinical 
results. 

Drs. Tracy J. Putnam and E. W. Taylor found the 
neuropathology inconsistent. 

The speaker reémphasized some of his points. 


CENSORS’ MEETING 

The Censors of the Suffolk District Medical Society 
will meet for the examination of candidates at the 
Medical Library, No. 8 The Fenway, Thursday, No- 
vember 6, 1930, at 4.00 o'clock. 

Candidates should make personal application to 
the Secretary, and present their medical diplomas at 
least one week before the examination. 

Lui. Ax McKittrick, Secretary. 

205 Beacon Street, Boston, Mass. 


THE NORFOLK DISTRICT MEDICAL SOCIETY 


A stated meeting of the Society will be held in the 
Long Island Hospital October 28, 1930. Telephone 
Granite 1371. 

This will be in all respects a special meeting. Two 
years ago our Society met in this institution and the 
program which was prepared for us by the Staff 
proved so profitable, interesting and entertaining 
that those who attended still continue to comment 
upon it. In consideration of this and the fact that a 
great many were unable to attend that meeting, your 
Executive Committee has arranged for another. 

Institutions Commissioner Maguire and the Staff of 
the Long Island Hospital have been exceedingly 
kind to us and have arranged a program which will 
eclipse that of our former meeting and which is com- 
plete in every detail. It will be unique in that no 
particular branch will receive exclusive attention. 
There will be an operative clinic and the subjects 
represented in demonstrations and talks will at least 
include medicine, surgery, neurology and orthopedics. 

Program: 

4:30 P. M.— First boat leaves Eastern Avenue 
wharf. Ample parking facilities on the wharf. 

5:15—Operative clinic conducted by members of 
the Staff. Ward visits for those not desiring to stand 


5:30—Second boat leaves Eastern Avenue wharf. 
6:00—Short business meeting. 


6:30—Supper. 

7:30-9:00—D tration of cases and short papers 
by the Staff. Speaking time will not exceed 15 min- 
utes, each speaker. 


9:30—Boat leaves Long Island for Eastern Avenue 
wharf to arrive 10:00 P. M. 
Attend and enjoy this wonderful program! 
Frank S. CRUICKSHANK, Secretary. 
47 Bay State Road. 


ATLANTIC DERMATOLOGICAL CONFERENCE 


There will be a meeting of the Atlantic Dermatolog- 
ical Conference at the Massachusetts General Hos- 


pital Skin Out-Patient Department on Monday, No- 
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vember 10, at 2:00 P. M. Clinical cases will be shown 
from two to three-thirty, followed by discussion at 
three-thirty. 


SOCIETY MEETINGS, 
CONGRESSES AND OONFERENCES 
October 20-24—International Assem 
uate Medical Association of sf — 


orth Am 

notice a 291, issue of A st 7. 

October 2 Srzzuate Fortnight of the New 
— talled notice appears 


October 
tice EE, on fe issue of September 

October 27- — Public Health Association. 
passe notice appears on page 659, issue of Septem- 


November 10—Atlantic 1 Conference. See 


801. 
„ 7081 — Fifteenth annual elinical session 
American College of Detailed notice 
790. issue of April 17. 


on 

uly 27-31, Third International Congress of Radi- 
by 1 Complete notice appears page 385, issue 
of August 21. - 


DISTRICT MEDICAL SOCIETIES 
Bristol North District Medical Society 
April 16, 1931—Taunton Woman's Club. 
17, 1931. 
Franklin District Medical 
1080 May, 1931—The mee 
Nove mber, Ja — 4 “arch and 
A at the Weldon Hotel, Green reenfie 


Hampden District Medical Society 
October 21, ye — Fall Meet t the - 
field r of Med — 20 Maple 8.24. — 
Mass., at 4:15 P. M. 
District Medical Society 


South st the with Middlesex North and 
e — — 
tarium 


Norfolk District Medical Society 
October 28—See page 801. 
Suffolk District Medical Society 
November 6—Censors’ meeting. See page 801. 
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BOOK REVIEWS 


A Compilation of Culture Media for the Cultivation 
of Micro-organisms. By Max Levine, Ph.D., and 
W. H. Scnoentern, M.S. Pp. xvi + 969. Williams 
& Wilkins Co., Baltimore, 1930. Price $15.00. 


This volume, the second Monograph in Systematic 
Bacteriology, was prepared at the request of the So- 
ciety of American Bacteriologists and financed by a 
grant from the Digestive Ferments Company of De- 
troit. Directions for preparing about 7000 culture 
media are given. Thanks to an ingenious system of 
classification, these are reduced to about 2500 for- 
mulae, the remainder being listed as variants of an 
earlier type of medium. In addition to directions for 
preparation, there are noted the use for which the 
medium was recommended and the reference to its 
source. Indices list the various media by name, con- 
stituents, use, and author. 

The real value of such a work can only be de- 
termined after long use. It is obvious, however, that 
it should prevent the description as new of media 
which have previously been published. It also makes 
readily available directions for making media which 


are infrequently used or which may be unknown to 
bacteriologists undertaking a new line of investiga- 
tions. The grouping together of directions for media 
which are essentially similar should prove of great 
value in pointing out modifications which have been ~ 
successfully tried and which may be more useful 
under local conditions than would be the original for- 
mula. 

No claim is made that all proposed formulae have 
been included in this volume, but the reviewer is 
willing to hazard the opinion that important omis- 
sions are extremely few. The various indices enable 
one to locate desired formulae with very little trou- 
ble, and the directions are clear. All who have par- 
ticipated in the preparation and publication of this 
work deserve the thanks of bacteriologists every- 
where. 


The Gold-Headed Cane. By WiLtIAM MACMICHAEL, 
M.D. New edition with introduction and annota- 
tions by George C. Peachey. The Macmillan Co., 

New York, 1930. xix + 195 pages. Price, $6.50. 


The history of the gcld-headed cane is too well 
known to need repetition. It is sufficient to recall 
that it was carried by three important English 
physicians, Radcliffe, Mead and Baillie, and by two 
of lesser merit, Askew and Pitcairn, finally coming 
to rest in the College of Physicians, London, where 
it now reposes. The details of its peregrination in 
the hands of five medical men were first set down 
by William Macmichael in 1827. His small book, 
now much prized by collectors, required a second, 
enlarged edition the next year. This was such an 
improvement on his first efforts that all the subse- 
quent editions have been reprints of it; the William 
Munk edition of 1884 with additions and notes, the 
Packard-Osler edition of 1915 (re-issued in 1920), 
and lastly, the present edition of 1923, illustrated 
end splendidly annotated by a good English 
scholar, George C. Peachey. The latter is to be 
remembered for his book on “William and John 
Hunter” and his “History of St. George’s Hospital”. 
The present issue is merely the English 1923 edi- 
tion with an American imprint on the title-page. 
It lacks, naturally, the biography of Macmichael by 
Packard in the Hoeber issue of 1915, but one is 
amply compensated by the scholarly notes of 
Peachey, the beautiful illustrations and the splendid 
form in which the book is produced. The date 
on the title-page is a little deceiving and the price 
seems unreasonably high, when one considers that 
the issue appears to be one of the original publish- 
er’s “remainders”. 


Radiologie Clinique Du Tube Digestif. Published 
under Direction of Pierre Duval, J.-CH Roux and 
Henri BectereE. 389 Pages. 330 francs. 


This work covers the digestive tract and its asso- 
ciated glandular structures. The stomach and duo- 
denum have formed the subject matter of a previous 
publication by authors of the same school. 

The two volumes, very carefully bound and printed, 
are abundantly illustrated with clearly reproduced 
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November 12— 
Stoneham. 

January 14, 1931 

March 11, 1931 

May 13, 1931—At Wakefield. 


The treatise is more the general consideration of 
clinical radiologic syndromes and signs than the enu- 
meration of specific pathological entities and signs. 
The first chapter on the oesophagus illustrates the 
method of presentation. The principal methods of 
examination are briefly described and discussed. The 
authors then outline the physiology of the passage 
as it can be observed by x-ray. Then, are successive- 
ly considered the varying pictures produced by the 
anatomical anomalies, the functional disturbances, 
the pathological lesions producing stenosis or other 
altered anatomical appearances. This is fairly close- 
ly followed in their study of the small and large in- 
testines. 

Considerable space is devoted to the diagnosis of 
hepatic and biliary affections, emphasizing the diag- 
nosis of vesicular disease by the use of plain plates 
and the careful search of the stomach, duodenum and 
hepatic colon for what they term parabiliary signs. 
The use of dyes is given its place, however, though 
the intravenous method is looked upon as a measure 
of some gravity, to be used only in the exceptional 
cases where other methods have failed. 


Les Actualites Physiotherapiques. Edited by Dr. 
Dun. II. Radiotherapie, Vol. 3, La Radiothérapie 
pénétrante by Ledoux-Lebard and Etienne Piot. 
Paris; Gauthier-Villars et Cie, 1930. 80 pages. 
Price 15 fr. 


The authors have produced in this little book a 
valuable elementary introduction to deep radio- 
therapy. The first chapter discusses the physical 
and biological basis for the use of the short wave 
radiotherapy and demonstrates by very simple and 
easily understood mathematical equations the prob- 
lems which must be met. As in the use of short 
wave radiation the object is always to gain as much 
penetration as possible to the deep-seated tumor 
with the least damage to the skin, the authors 
have pointed out the various factors which, from 
the physical nature of radiation, work against this 
and show how the ideal depth dose may be at- 
tained. 

The second chapter deals with the technique of 
therapy, points out the dangers to the operator and 
to the patient, and discusses the unsatisfactoriness 
of the present method of measuring the depth dose. 

The third chapter briefly sketches the electrical 
and special apparatus which would be required for 
deep therapy. 

The last chapter takes up the various forms of 
cancer and points out the technique and dosage 
to be given in each case. Finally, there is a brief 
discussion of non-cancerous diseases which the 
authors believe deep therapy can improve. This 
subject is one upon which American radiologists 
would probably take issue with the authors. In 
general, however, it would be a helpful and valuable 
little book for the radiological house officer to read 
over at the beginning of his training. 


The Chest. Annals of Roentgenology—Vol. XI. By 
L. R. Sante, M.D. Paul B. Hoeber, Inc., New York. 
Price $20.00. 

This book is volume eleven of the Annals of Roent- 
genology, published by Paul B. Hoeber, Inc., and 
edited by James T. Case; it contains 561 pages and 
523 illustrations, and is perhaps the largest and most 
complete of the series. 

The method of presentation which the author has 
selected is well adapted to a book of reference but 
necessitates a large amount of repetition. The sub- 
ject matter is divided into three parts. In the first, 
the anatomy and physiology of the chest, the methods 
of examination and roentgen interpretation are dis- 
cussed; in the second, the roentgen evidence of dis- 
eases of the chest in general are described; in the 
third, the roentgen findings in the various diseases 
are taken up in detail. 

The second part of the book contains a number of 
diagrams presenting in a graphic manner, not only 
the densities which appear in the lung fields, but also 
the displacements of the heart ard mediastinal con- 
tents with the position of the diaphragm as they oc- 
cur in the various lesions. A study of the diagrams 
should help to clarify one’s knowledge of the physi- 
ology and pathology of the chest. The chapter on tu- 
berculosis in part three is very good—the findings in 
childhood as well as those in adult life are described. 
Taken as a whole the book is perhaps the most 
complete radiological text in English. 


Report on Fifth International Congress of Military 
Medicine and Pharmacy. London, England, May 
1929. By WU Seaman M. C.-F. 
United States Naval Reserve. Member of Perma- 
nent Committee, Delegate from the United States. 
Composed, printed and bound by the Collegiate 
Press. George Banta Publishing Company, Men- 
asha, Wisconsin. 

This little volume of 154 pages, with many illus- 
trations, gives an interesting résumé of the Fifth In- 
ternational Military Congress on Medicine and Phar- 
macy. 

The first contributions to the Congress are on 
evacuation of the wounded by sea, and by air. New 
methods of caring for the sick and wounded, insur- 
ing greater facility and dispatch in the work by sea 
and by plane, are brought up and discussed at length. 
The “Flying Ambulance,” includes all planes that 
are able to accommodate a sick or injured person 
recumbent. Those fitted to carry four recumbent 
patients and a hospital orderly are the best type. 
Interesting articles follow on “Tropical Fevers of 
Short Duration,” and on “Injuries to Blood Vessels 
and Their Sequelae.” 

The book closes with an account of the “Physical 
and Chemica] Analyses of the Class and Rubber Arti- 
cles employed by Medical Services.” 

Rules for testing these most important adjuncts 
in the care of sick and wounded are given at length, 
and the extreme importance of the purity of such 
articles is stressed. This section of the report is 
naturally, from the nature of the subject, very tech- 
nical, but is none the less interesting. 
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The conclusions of the Congress take up the last 
few pages of the report. 


1. Evacuation of sick and wounded. 

“Certain passenger or cargo boats should be de 
signed, before construction for eventual use as hos 
pital ships in war.” Advice, in peace time, should 
be sought of representatives of the medical services 
of the various countries, concerning this matter. 

2. Tropical fevers of short duration. 

The extreme difficulty of diagnosis in such fevers 
of short duration is stressed. 

Malaria frequently shows a low continued fever, the 
paroxysm being absent, and the parasites so scanty 
in the blood, as to be easily overlooked. 

Abortive heat stroke accounts for some fevers of 
short duration in children, living in the tropics. 

Weil's disease can be distinguished from yellow 
fever by the amount of albumin in the urine. In 
yellow fever a very large amount of albumin is pres- 
ent. In Weil's disease, only a trace of albumin is 
present. 


3. Wounds of blood vessels. 

The mortality is higher from war wounds than 
from similar peace time injuries. 

The ultimate prognosis in these cases must be 


Reconstruction and blood vessel suture 
can seldom be carried out in military surgery. 

4. Analysis of glass and rubber articles. 

The application of scientific knowledge concerning 
glass is gradually beginning to receive the attention 
it deserves. 5 

Tests must be simple, so that they can be applied 
in an ordinary pharmacy. 

Glass for laboratory articles and thermometers 
should be free from lead, and ail red rubber articles 
should be free from arsenic and lead. 

A number of illustrations of new methods of trans- 
porting the wounded, and single and group pictures 
of members of the Congress add interest to this in- 
structive book. 


Lecons de Physico-Cimie. By MM. BLANCHETIERE, 
Doc Nox, Fasre, LEscoeur, SAN NIE, StronHL, WuRM- 
sem under the direction of A. Stront. 1930. Mas- 
son et Cie, Paris. 282 pages. Price 40 fr. 


This book is written for the medical profession 
and the biologists. it should appeal to many mem- 
bers of these two groups, first because it does 
not assume that the reader has profound knowledge 
of either physical chemistry or mathematics, and 
second because each topic is developed in a manner 
both lucid and interesting. The procedure in each 
chapter is first to point out the fundamentals of the 
tepic under discussion, then to give the laws and 
theories, the methods of measurement used and 
finally examples showing the applications in biology 
and medicine, with their importance. The topics 
discussed include the atom and molecule, osmosis 
and cryoscopy, the ionic theory, kinetic chemistry, 
ionic equilibrium, hydrogen ion concentration, ap- 
plication of pH, the oxidation-reduction potential of 


cells, the liquid state, viscosity, optical properties 
of liquids and their biological application, colloids, 
catalysis and enzyme action. Three of the chapters 
have bibliographies and these include a few 1928 and 
1929 references. Tho text contains occasional typo- 
graphical errors but they are obviously oversights 
and therefore are not too confusing. One would 
ike to see more references to facilitate the satisfy- 
ing of an awakened interest in many of the appli- 
cations of physical chemistry described. The book, 
however, will assist the reader toward intelligent 
reading of the rapidly increasing number of papers 
dealing with applications of physical chemistry to 
medicine and biology. The book has paper covers 
and includes no index. 


Collected Publications From the Robert Dawson Me- 
morial For Clinical Research and Preventative 
Medicine (Massachusetts Memorial Hospitals, Bos- 
ton). Number One—Endocrine Studies. Boston, 
1929. Privately Printed. 


In this volume are collected the series of papers 
on endocrine studies which have recently appeared, 
largely in the Journal of Endocrinology. The vol- 
ume represents the results of studying four or five 
thousand patients, many of whom were suffering from 
disorders of the internal secretions. It summarizes 
the data in this vast series of individuals and repre- 
sents an enormous amount of work both in the lab- 
oratory and clinic. The patients were studied by a 
routine laboratory technic of great thoroughness, 
which forms the basis of the analyses of the diseases 
discussed. There has been a serious attempt made 
to summarize these results and the interest of these 
studies largely rests in the group response to vari- 
ous laboratory tests. As a result the book contains 
much interesting data as to the value of these lab- 
oratory procedures for diagnosis. There are also 
many interesting case reports. To those who are 
interested in the diseases of internal secretion this 
book is one from which much knowledge can be 
culled. 

Clinical Features of Heart Disease. By Leroy 
CrumMmer, M. D., Emeritus Professor of Medicine, 
University of Nebraska. Published by Paul B. 
Hoeber, Inc., New York, 1930. Price $4.00. 


This is a second edition, the first having ap- 
peared in 1925. Two new chapters have been add- 
ed, one on acute rheumatic fever and the other on 
sub-acute bacterial endocarditis. Otherwise the 
text is a good deal like the first edition. Some cor- 
rections have been made, for whereas formerly 
aortic insufficiency was regarded as only due to 
‘syphilis, now rheumatic fever is included as one of 
its causes. The book is directed mainly at the 
general practitioner and certainly it can be said that 
none of the contents should be incomprehensible to 
him. It reads very easily and is written in a most 
simple and intelligible style. Although there are 
four hundred pages, because of the clarity of the 
rrint and the brevity of the text it can be read in 
one or two evenings. There is frequent reference 
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to our older clinicians and at times it seems that 
too little has been taken from the contributions of 
the past ten years. 

The book, however, cannot be regarded as en- 
tirely authoritative, for there are frequent state- 
ments that are open to serious question and others 
that are by no means accepted by the leading work- 
ers in cardiology. On page 3 the author states, 
“We may realize that pneumococcic infections may 
be, and frequently are, the causative factors in 
diseases of the aortic valves. Later on page 
181 he adds, “While acute articular rheumatism is 
generally given as the most frequent etiological 
factor, careful clinical observation will show that 
this opinion is fallacious. Simple aortic insufficiency 
usually develops during some form of pneumococcus 
infection and not during acute articular rheuma- 
tism.” All published data carried on by careful ob- 
servers lead one to believe that these statements 
are not true. There is no repurted series of re- 
covered cases of pneumonia in which the aortic 
valve was more than rarely if ever involved. 

In a discussicn of paroxysmal tachycardia, one 
paragraph on page 139 begins, “There is no definite 
treatment for the attack, nor is there any method 
of preventing recurrences.” This was true in the 
older writings, but during the past decade or so we 
have successfully accomplished both treatment and 
prevention in many such cases. Quinidine and digi- 
talis properly administered have been extremely val- 
uable for this condition. On page 143 it is stated that 
quinidine should be used before operation to con- 
trol the auricular fibrillation that is present in some 
cases of toxic goitre. It has been found by most 
observers, on the other hand, that whereas quini- 
dine is generally ineffective while hyperthyroidism 
is still present, it is very helpful after operation if 
the fibrillation persists. 

While discussing auricular flutter (page 157), 
there seems to be some confusion in the mind of 
the author, for it is stated that “intermediate rates 
never occur”. There are on the contrary many 
cases of flutter in which the ventricular rate is ir- 
regular and not a simple fraction of the auricular 
rate. This is particularly true during digitalis 
treatment. Furthermore flutter is regarded by the 
author as being permanent, although transient cases 
do occur. 

It is very doubtful whether many authorities 
will accept the following statement found on page 
219, i.e., “Greater attention to the heart in all con- 
ditions in which pericarditis may be a complication 
is essential, since in cacodylate of sodium, Billings 
bas found a specific when the disease is on a rheu- 
matic basis.” 

There is also confusion in the discussion of heart 
pain as evidenced by the following, “When recovery 
takes place after the first attack of angina the pa- 
tient lives in dread of a recurrence, and justly so, 
since death may occur in the next attack. When the 


patient survives a second attack, the original diag- 
nosis must be called in question, and careful ex- 
amination made to determine the source of error.” 
This cannot refer to attacks of angina, although it 


is so stated, for patients may have hundreds of at- 
tacks of angina. If it referred to attacks of coro- 
nary thrombosis, some qualification in the statement 
would be necessary, as recovery from a second at- 
tack is by no means unheard of. 

It is too bad that still another method of ad- 
ministering digitalis is outlined that “never gets 
beyond control and never produces any of the toxic 
effects of digitalis” (page 319). Most of us frankly 
admit that any method of administering digitalis 
that is to be effective will necessarily produce the 
symptoms and signs of toxicity in a small propor- 
tion of cases. Furthermore speaking abeut digitalis 
in auricular fibrillation (page 321) it is stated that 
“sudden reduction to 80 or below is an indication of 
overdosage”. Not only is this not true in many 
cases, but often patients are in a better state of 
compensation with a heart rate between 60 and 70 
than when it is over 80. 

Apart from criticism such as above, there is 
much sound advice contained in this book. It em- 
phasizes the simpler bedside asrects of heart dis- 
ease, such as the wealth of valuable information 
that can be obtained from the proper history. It is 
unfortunate that lapses in information should de- 
tract from an otherwise valuable book. 


The Nutrition of Healthy and Sick Infants and Chil- 
dren. By E. Nopet, C. Pirqvet and R. 
Second Edition. Translated by B. M. Gasul. Pub- 
lished by F. A. Davis Company. Price $3.50. 


Tuis text is another exposition of the so-called 
Pirquet Nem System. This system was created dur- 
ing the War as an aid to feeding groups of impov- 
erished infants and children in Europe. Later both 
European and American pediatricians have attempted 
to inaugurate the system with its special nomen- 
clature into this country. For the most part the re- 
action of English speaking peoples is that in spite 
of the ingenuity of the system, there is no special 
advantage in or indication for supplanting the so- 
called caloric method of feeding. 

For this reason the reviewer feels that the text 
is not to be recommended for the average practitioner 
or student of nutritional problems in children. The 
book does contain a brief but well arranged classi- 
fication of the nutritional problem of pediatrics but 
makes no special contribution beyond that of our 
standard textbooks. 


The Eleventh 1930 Revised Edition of Stedman's 
Practical Medical Dictionary. William Wood and 
Company. Price $7.50. 


Stedman's is a complete standard American medi- 
cal dictionary with a new revised edition this year 
and will be found especially useful to medical stu- 
dents and authors. ‘The new Preface is particularly 
interesting, also the new Index of Tables and Index 
of Plates. There are seven new plates this year. 
Also extensive alterations and additions have been 
made to almost every one of the 1234 large pages. 
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Cavernous Sinus Thrombophliebditis. By Wetts P. 
Eac.ieton, M.D. The Macmillan Co., 171 pages—17 
illustrations. 


No one in America is more competent to write of 
intracranial complications of ear, nose and throat 
disease than Dr. Wells P. Eagleton. This monogram 
on “Cavernous Sinus Thrombophlebitis” for the first 
time brings the subject matter into book form. From 
thorough and painstaking analysis of cases of the 
disease, the various routes of infection reaching the 
cavernous sinus are outlined. Eagleton is a stormy 


Osler: Principles and Practice of Medicine. Elev- 
enth Edition. Revised by Thomas McCrae, M.D. 
D. Appleton 4 Co. 1930. Pp. 1237. Price $8.00. 


Explanation for the appearance of a new edition 
of this textbook, to which students and practitioners 
of medicine have turned enthusiastically for nearly 
forty years, is quite unnecessary. Dr. McCrae has 
succeeded so admirably in maintaining the style 
and manner of presentation that it is difficult or 
impossible to pick out the new or rewritten passages 
from the text. Osler’s textbook is still imbued with 
the spirit of its originator. 

The new edition has many changes in content, and 
is thoroughly up to date in its attitude toward the 
recent developments of medical science. An im- 
pressive list of additions and revisions is found in 
the preface. So far as general arrangement is 
concerned, no striking alterations have been made, 
and it is amazing how sound were the original 
classifications. The historical data, the case tabula- 
tions, the pathological analyses, and the typical “Os- 
ler presentation” are still outstanding and can be 
duplicated nowhere else. With the addition of the 
new data to the old foundation, a readable modern 
survey of medicine is again available. 

Though many feel that the day of the one-man 
textbook is waning, it is hoped and prophesied that 
students will continue to “turn to Osler” for many 
years to come. 
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advocate of ligation of the internal carotid artery in 
conjunction with proper operative drainage of the 
cavernous sinus. 
Company. 


